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American’s agree that dental health is important and vital to our overall wellbeing. However, not
every American is achieving the same degree of oral health. Obstacles that American’s face
include dental health disparities, limited access to affordable dental care, and limited access to
dental insurance. This study examined how disease risk is shaped within the culture of oral
health in Florida. This study examined those who provide dental care, those who cannot afford
dental health insurance but earn too much money to qualify for Medicaid, and those with dental
insurance. Hypotheses two and three were proven to be true, while hypotheses one and four were
proven to be false. Research indicated that the participants believe that pleasingly aesthetic teeth
are highly desirable. It revealed that the poor and working poor are unable to utilize dental health
insurance, and do not seek annual preventive dental health services due to the cost.
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CHAPTER I
INTRODUCTION
Dental diseases are among the most commonly seen pathological conditions in
archaeological remains (Digitised Diseases 2016). Dental disease dates back to the Late Upper
Paleolithic Era (Oxilia 2015). The dental diseases we see today have always been present, but
their prevalence varied dramatically with the staple diet of the population, with personal dental
health habits, and with the wealth and lifestyle of each individual. Poor dental health is a biocultural phenomenon that effects all humans (Digitised Diseases 2016).
A healthy dental state is defined as being free from chronic mouth and facial pain, oral
and throat cancer, oral sores, periodontal disease, tooth decay, tooth loss, birth defects such as
cleft lip and palate, and other diseases and disorders that affect the oral cavity (World Health
Organization 2014). Oral health reflects overall health (Journal of American Dental Association
2006). The terms oral health and general health should not be interpreted as separate entities
because oral health is integral and necessary for general health (National Rural Health
Association 2005). Oral health touches every aspect of life; it reveals signs of nutritional
deficiencies, general infection, and systemic diseases1 (Heinrich and Famili 2011). Oral health is
vital to the general well-being of all humans. In addition, dental diseases and disorders can

1

Systemic diseases are ones that affect the organs and tissues of the body.
1

interfere with social roles.2 Given the importance of the mouth and teeth in verbal and nonverbal
communication, diseases that disrupt their functions are likely to damage self-image and alter the
ability to build social relationships (Oral Health in America: A Report of the Surgeon General
2018).
The mouth includes not only teeth and gums and supporting tissues, but also hard and
soft palates, mucosal lining of the mouth and throat, tongue, lips, salivary glands, chewing
muscles, and upper and lower jaws (National Research Council 2011). Equally important are the
branches of the nervous, immune, and vascular systems that animate, protect, and nourish the
oral tissues, as well as provide connections to the brain and the rest of the body (Oral Health in
America 2018). A healthy mouth improves the ability to speak, taste, smell, chew, swallow,
make facial expressions, and directly affects mental and physical well-being (Healthy People
2018).
The number of Americans without dental insurance has decreased since the early 2000’s
(Sikka 2014). Dental care utilization decreased from 40.5 percent in 2001 to 37.0 percent in 2010
for adults and increased from 43.2 percent in 2001 to 46.3 percent in 2010 for children (Vujicic
and Nasseh 2013). At the end of the year in 2016, there were approximately 249.1 million
Americans or 77 percent of the population with dental benefits (National Association of Dental
Plans 2017a). The large increase in Americans with dental insurance is primarily the result of

2

Social roles are the characteristics or expected social functions of a person or thing, especially

in a particular situation or environment.
2

improved access to Medicaid for children (National Association of Dental Plans 2017b). At the
end of 2016, 164.2 million Americans have private dental coverage while 83.9 million
Americans receive dental benefits through public programs like Medicaid, the federal Children’s
Health Insurance Program, Medicare Advantage, and Indian Health Services. However, 23
percent of Ameri- cans are still left without dental coverage (National Association of Dental
Plans 2017c).
According to the American Dental Association (2016), many Americans still lack access
to basic oral health care. Kids and adults miss sleep, school and work due to untreated dental disease (American Dental Association 2016). Americans have the potential to experience a lifetime
of oral health rather than a lifetime of oral restorative care (National Institute of Dental and
Craniofacial Research 2017). Despite the emphasis that we as a societal whole place on the need
for aesthetically pleasing teeth, each year millions suffer from mouth and throat diseases, which
range from cavities to cancer. These oral conditions cause pain and disability, yet most are largely preventable (Community Guide 2018). There remains a lack of sufficient financial resources
to aid Americans in obtaining proper dental care, according to the Centers for Disease Control
and Prevention, 74 million Americans had no dental coverage in 2016 and faced significant
barriers accessing preventive programs and professional dental services (Centers for Disease
Control and Prevention 2017). The overall medically uninsured rate dropped to about 8.6% in the
first quarter of 2016 as the result of the ACA, but the dentally uninsured rate increased to four
times the medically uninsured rate (Berchick 2017). In part, this is due to the lack of dental
coverage in Medicare. Only 52.9% of people over the age of 65 reported having dental coverage
on the 2016 National Association of Dental Plan’s consumer survey, while virtually 100% of

3

seniors have non- dental medical coverage under Medicare (National Association of Dental Plans
2017)
Children (up to 19 years) are provided dental care through Medicaid and low-income
dental programs. However, Medicaid does not require coverage for dental services for adults,
and dental benefits for adults must be purchased separately. Dental coverage for adults is
decreasing due to the elimination of dental coverage from adult Medicaid benefits (Vujicic,
Goodell, and Nasseh 2013).
Every year millions of adults and children are not treated for oral discomforts (Dorsey
2014). The poverty stricken and working poor are the most vulnerable and easily fall between the
cracks of governmental and private insurance companies (Medicaid and CHIP Payment and
Access Commission 2017). They are the untreated individuals suffering from lack of dental care.
This project focused on men and women in Gainesville, Florida, who are in need of
dental care but fail to seek dental care because they cannot afford it or suffer from dental
insurance limitations that impact their ability to access care. Specifically, this project targeted
men and women living in poverty and the working poor3. This research explored the barriers,
obstacles and motives involved in obtaining preventive care. It explored the knowledge that

3

The “working poor” are people who spend 27 weeks or more in a year in the labor force

working but whose incomes fall below the poverty level (Center for Poverty Research 2018).

4

people have about oral care and dental health. This information will aid in understanding the
social barriers that exist for the working poor in accessing oral preventive care and treatment.
The costs of insurance and dental procedures, along with the lack of governmental
participation in providing affordable dental insurance coverage, leaves underprivileged
Americans with few choices in accessing dental treatment. Cohen et al. (2017) argue that gaps in
the public insurance system and lack of access to affordable private coverage left millions
without health insurance. Beginning in 2014, the ACA expanded coverage to millions of
previously uninsured people through the expansion of Medicaid and the establishment of Health
Insurance Marketplaces. Data shows substantial gains in public and private insurance coverage
and historic decreases in uninsured rates under the ACA. Coverage gains were particularly large
among low income people living in states that expanded Medicaid. Still, in 2017, 28.2 million
people remain uninsured (Cohen et al. 2017).
Even under the ACA, many uninsured people cite the high cost of insurance as the main
reason they lack coverage (Henry J Kaiser Family Foundation 2018). In 2016, 45% of uninsured
adults said they remain uninsured because the cost of coverage was too high (Henry J Kaiser
Foundation 2016). Many people do not have access to coverage through a job, and some people,
particularly poor adults in states that did not expand Medicaid, remain ineligible for financial
assistance for coverage (Garfield et al. 2016). Most uninsured people are in low income families
and have at least one worker in the family. Reflecting the more limited availability of public
coverage in some states, adults are more likely to be uninsured than children (Kaiser
Commission 2018). People of color are at higher risk of being uninsured than non-Hispanic
Whites (Artiga et al. 2018).
5

Oral health, chronic pain, and chronic diseases have significant influence on people’s
overall quality of life. There is a direct correlation between the impacts of oral health and quality
of life (Biazevic et al. 2008). Oral health affects people physically and psychologically, and influences how they enjoy life, speak, chew, taste food, and socialize. The importance of oral
health is noteworthy and should demand special attention by health professionals (Zucoloto et al.
2016).
Research on the lay (i.e. non-professional) American public’s perspectives on the reasons
and causes for the lack of dental coverage and treatment is sparse (Patrick et al. 2006). Even
fewer studies document the lay public’s perception within the state of Florida, with no previous
studies to determine the cultural effects of the lack of dental coverage and treatment between
social classes of Floridians. Using cultural consensus analysis (CCA), along with observation
and open-ended questions, this thesis explored the cultural model of the lack of the dentally
insured in Florida. Specifically, the hypotheses were:
• H1: There will be a shared cultural model of oral care amongst all social statuses.
• H2: There will be more employed people with health insurance that choose to not have
dental insurance than employed people, who have both health insurance and dental insurance.
• H3: There will be a shared cultural model of pleasingly aesthetic teeth which are
desirable and vital to obtaining success.
• H4: Dentophobia will hinder oral health status because it prevents them from seeking
oral treatments.

6

The first aim of this research was to explore the knowledge of dental health among all
social statuses. More specifically, the study focuses on the choices people have made to practice
preventive oral care, such as, regular flossing, brushing, regular dental exams and fluoride
treatments. A secondary aim was to explore the availability and utilization of resources, such as:
insurance plans, preventive care, free clinics, and outreach programs. Exploring resources was
vital to the research in order to figure out what means people of all social classes were using in
order to receive oral health care.
This analysis contributes to the body of research concerning oral health disparities between various social statuses and the choices individuals make to obtain preventive dental health
services and oral care treatments. The data obtained from this research aids in understanding the
knowledge and personal experiences of men and women on dental health disparities, oral health,
and treatment procedures. This investigation studies the personal accounts of men and women of
poor oral care and health. This research also examines the access, resources, and quality of care
that are available to people with Medicaid, dental insurance, and no insurance. The research also
examines the knowledge and fears that are associated with oral health, as well as and the great
lengths people go to in order to obtain aesthetically pleasing teeth. This research gathered data to
analyze the obstacles people face in trying to access dental care.
This research was conducted in Gainesville, Florida from May 2014 through September
of 2014 using a static group comparison design. A static group comparison design attempts to
make up for the lack of a control group but falls short in relation to showing if change has
occurred. In the static group comparison study, two groups are chosen, one of which consisted of

7

dental health professionals and one that did not. A posttest score is then determined by
measuring the difference, after treatment, between the two groups (All Psych 2018).
Both the lay people and dental health professionals were included in the static group
study. Sixty participants, 52 lay and eight dental health professionals, were interviewed. Interviews focused on exploring the cultural model of dental health on several dimensions (symptoms
of poor dental health, feeling toward dental treatments affordability of dental treatments, access
to care, and access to affordable dental insurance).
Chapter two reviews the literature on dental health and lack of access to treatment with a
focus on the lack of dental health insurance coverage. Major national studies on public dental
health benefits and the lack of benefits are outlined. Oral health quality of life, disparities in oral
health, lack of care among all ages, and lack of access to not only preventive services but
necessary treatments are also reviewed.
Chapter three discusses the theory, settings, and the methods of this research. This
chapters begins with an overview of the research theories and methodologies. It focuses on the
dental health landscape in the United States and Florida. It also touches on the history of dental
health dating back to President George Washington. It then focuses on dental health disparities
and the prevalence of the lack of dental insurance rates. It also includes an in-depth discussion of
dental health in Florida with a focus on the lack of dental coverage among all ages. This chapter
also presents an overview of the demographics of Gainesville, FL and then it concludes with the
discussion of the research.

8

Chapter four discusses the results of the cultural model analysis of dental health in
Gainesville, FL. It presents the demographic data, and includes dichotomous scale results, and
Likert scale results. It includes weighted percentages and histograms on scale questions on
specific categories of health, knowledge, fear, pain, and appearance.
Chapter five presents the results from cultural consensus analysis of the dental health
model. It includes an assessment of the analysis, individual competence scores, dichotomous pile
sort results. It presents culturally salient terms derived from free-listing, as well as the visual
representation of their similarities through multidimensional scaling and hierarchical clustering
from pile sorting. This chapter aims to add to the dental health treatment seeking literature by
focusing on the challenges people face in seeking dental care and exactly what they do in the
absence of dental health insurance.
Chapter six discusses four personal accounts from the interviews that were conducted. It
goes into depth about their experiences and perceptions about their personal oral health status,
the effects of no treatment, the effects of having no dental insurance, and the stigma that goes
along with poor oral health quality. It also discusses what these individuals had to do in order to
obtain treatment.
Chapter seven discusses the findings of this study with a focus on outlining the different
dimensions of the cultural model. The chapter concludes with the limitations of this study and
recommendations for future research.

9

CHAPTER II
BACKGROUND, AND SIGNIFICANCE
2.1

Introduction
The World Health Organization (WHO) states, “Health is a state of complete physical,

mental, and social well-being and not merely the absence of disease and infirmity” (World
Health Organization 2017). Quality of life (QOL) is directly impacted by one’s personal oral
health status; QOL is associated with human needs for growth, wellbeing, self-esteem, freedom
and the pleasures of meaningful relationships and meaningful work (Helliwell et al. 2012).
Diseases and disorders that damage the mouth and face can disturb a person’s well-being and
self-esteem, and in turn directly effects QOL. Oral disease creates a substantial burden of illness,
particularly among disadvantaged groups (Bennadi and Reddy 2013).
Oral health- related quality of life (OHRQOL) is a multidimensional construct that
reflects (among other things) comfort when eating, sleeping, and engaging in social interaction;
self-esteem; and satisfaction with respect to oral health (Rockville 2000). OHRQOL is associated
with: functional factors, psychological factors, social factors, and experience of pain or
discomfort (Inglehart et al. 2002). OHRQOL is a concept that captures both the social and
psychological impact of oral disease on well-being (Chen et al. 1997). OHRQOL is a concept
that captures people's perception about factors that are important in everyday life (Bennadi and
Reddy 2013). The concept of OHRQOL is used to understand and shape not only the state of

10

clinical practice, dental research and dental education but also that of community at large
(Bennadi and Reddy 2013).
The goal of the American Dental Association, is to reduce the proportion of adults with
untreated dental decay through multiple interventions, early diagnosis and risk assessment, disease management and health education, and by preventing dental disease before it starts (American Dental Association 2014). Sadly, the statistics on dental disease still remain staggering.
Nearly half of adults over age 30 suffer from some form of gum disease (Zimmerman et al.
2013), and approximately one in four children under age five already has cavities (American
Academy of Pediatric Dentistry 2013). Dental diseases have a detrimental effect on quality of
life both in childhood and older age (World Health Organization 2003). The number of
emergency department visits in the U.S. for dental conditions increased from 1.1 million in 2000
to 2.1 million in 2010 (American Dental Association 2013), where treatment is nearly ten times
more expensive than the cost of preventive care. Emergency room visits for dental care are on
the rise, and cost nearly $1 billion a year (Pew 2012). Americans who delay dental care face
serious long-term dental problems. People need oral hygiene4, routine check ups5, and treatment

4

Oral hygiene is the practice of keeping the mouth healthy and clean by brushing and flossing to

prevent tooth decay and gum disease (Harris and Garcia-Godoy 2004).
5

The purpose of routine check-ups is to prevent the buildup of plaque on your teeth and to pre-

vent gum disease (Harris and Garcia-Godoy 2004).
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in order to improve their health and overall well-being, but many do not have adequate access to
quality, affordable dental care (American Dental Association 2013). The Affordable Care Act
improved the availability of dental care for many children from low-income families. But most
adults, even those who qualify for state-assisted medical coverage, were left behind because
there was no mandate for adult dental coverage. Millions of Americans are living in what
amounts to a dental health crisis (Medicaid and CHIP Payment and Access Commission 2017).
More than 74 million people in the US had no dental coverage in 2016, according to the
US National Association of Dental Plans (National Association of Dental Plans 2017). Most
insurance plans cover routine cleanings but leave patients to pay for 20 to 50 percent of fillings,
crowns and other big-ticket visits. For those who can’t afford to pay that difference, dental
treatment is most often postponed and teeth continue to degrade (Butler 2011).
Dental disease affects children, teenagers, college students, adults, and the elderly.
Immunity to oral decay and the uncontrollable pain that is associated with poor oral hygiene,
simply does not exist. Regular dentist visits can do more than keep your smile attractive
(American Academy of Periodontology 2014). At the minimum, a yearly dental exam is crucial.
It tells a dentist about the overall health of a person, including the development of a disease.
When the mouth is healthy, the body and overall health is good, too. If the mouth is unhealthy,
the person may have other health problems (Delta Dental 2011).
2.2

Disparities in Oral Health
The “silent epidemic” of poor oral health in America was highlighted by the US Surgeon

General’s 2000 report, which called attention to the disparities that persist in oral health status,
access to care, and unmet need for dental care (Surgeon General 2000). A Government Account12

ability Office (GAO) report echoed the need to address oral health disparities, noting that oral
health problems are the most prevalent chronic disease in the U.S. despite being largely
preventable (Jones et al. 2013).
The 2011 Institute of Medicine (IOM) report, The Future of the Public’s Health in the
21st Century, concludes that compared with U.S. residents living in 1900, those in 2003 “are
healthier, live longer, and enjoy lives that are less likely to be marked by injuries, ill health, or
premature death” (Institute of Medicine 2011; 20). However, even with these improvements and
benefits, health inequalities6 between subpopulations continue to exist (Ward 2011). Utilization
of dental care and the prevalence of untreated dental caries vary by income, race, and ethnicity,
with those in higher income groups and non-Hispanic whites having higher utilization and lower
prevalence of untreated dental caries (Flores et al. 2008).
According to the Agency for Health Care Research and Quality (2013), nationally almost
60 percent of individuals with high incomes had a dental visit in the past year, while less than 30
percent of low income patients (those with low incomes below the federal poverty level) had a
dental visit in the past year (Agency for Healthcare Research Quality 2013). The Surgeon
General’s report published in 2000 calls these dental inequalities a “silent epidemic.” The

6

Health inequalities are preventable and unjust differences in health status experienced by

certain population groups. Health inequalities are apparent between people of different socioeco- nomic groups, different genders, and different ethnic groups.
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epidemic remained largely unchanged among poor Americans, particularly those who are
African Ameri- can, Hispanic or Latino, or members of other minority groups (Behrens and Lear
2011).
2.3

Poor Oral Health
Dental diseases have a considerable impact on self-esteem, eating ability, nutrition and

overall health both in childhood and older age (Moynihan and Peterson 2004). The National
Health and Nutrition Examination Survey (NHANES) data confirms a strong association between poor general health and poor oral health. Persons reporting poor general health also had
from about two to four fewer teeth than persons reporting good or better general health (Griffin
et al. 2012). As part of The Florida Dental Care Study, researchers looked at dental health
attitudes of African American and Caucasian adults in Florida. Results showed that of the 873
respondents, 45 percent reported going to the dentist only when they had a problem, and ten percent of the respondents reported removing a permanent tooth at home with no professional help
(Gilbert 2007). A self-extraction may be what some people are forced to undergo to avoid paying
for proper care and treatment (Keating-Biltucci 2011).
The oral cavity is a major site of chronic infection and inflammation (Lowe 2004).
Untreated oral diseases will not resolve if left untreated and can profoundly impact quality of
life. Pain from untreated oral diseases can restrict normal activities of daily life and disturb sleep

14

(Surgeon General 2000). In advanced states, dental caries7 that involve the pulp8 of the tooth can
destroy tooth structure leaving only root fragments that can lead to ulcerations and abscesses
(Monse et al. 2010). Failure to treat the progression of oral disease may increase the risk of adverse health outcomes9. Periodontal disease increases risk of coronary heart disease by inducing
a systematic proinflammatory10 and prothrombotic state11 (Lowe 2004). A recent Cochrane

7

Caries are an infection, bacterial in origin, that cause the decay of a tooth or may teeth.

8

Pulp is the soft tissue in the center of the tooth.

9

Adverse health outcomes are a change (or lack of change) in health status caused by a therapy

or factor when compared with a previously documented health status using disease-specific
measures, general quality of life measures or utility measures.
10

A proinflammatory cytokine or more simply an inflammatory cytokine is a type of signaling

molecule (a cytokine) that is excreted from immune cells like helper T cells (Th) and
macrophages, and certain other cell types that promote inflammation.
11

A disorder where blood stops flowing within damaged blood vessels in which there is a

tendency for the occurrence of blood clots.
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systematic review12 found evidence that the treatment of periodontal disease improved metabolic
control among persons with type 2 diabetes (Simpson et al. 2010).
Oral health holds clues to overall health; the mouth is the mirror into the body’s overall
health. Oral health reflects the physical condition of the body and well-being throughout life. In
order to get healthy, be healthy, and stay healthy, you must have, and maintain, a healthy mouth
(Kaffey 2007). Oral health can provide warning signs for other diseases or conditions existing
throughout the body and affect many conditions throughout the body causing them to worsen and
become more severe (Griffin et al. 2012). Gum disease also increases the risk of heart dis- ease,
osteoporosis, and lung disease (Kaffey 2007). Gum disease contributes to heart disease be- cause
bacteria from infected gums can dislodge, enter the bloodstream, attach to blood vessels and
increase clot formation (Dietrich et al. 2013). Clots decrease blood flow to the heart, thereby
causing an elevation in blood pressure and increasing the risk of a heart attack (Delta Dental
2011). Both caries and periodontal disease share common risk factors13 with other chronic diseases such as heart disease and cancer. These risk factors are associated with barriers in low income communities such as: income, race and ethnicity, lack of affordability, lack of provider

12

Cochrane systematic review is used to find, evaluate, and synthesize the results of relevant re-

search in health care.
13

Risk factors are any attribute, characteristic or exposure of an individual that increases the

likelihood of developing a disease or injury.
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availability, language, transportation, low health literacy around the need for oral health care,
and insurance status and type.
Preventive measures in dental treatment are intended to defend against the onset of disease. Extracting teeth, filling cavities, or performing root canal therapy are approaches to treating
dental disease. However, they cannot restore the natural tooth and gum tissue that are lost
because of dental disease and the lack of preventive measures (American Dental Association
2013). Invasive dental procedures (periodontal therapy and tooth extraction), likely avoidable
with early treatment and prevention, increase the incidence of ischemic stroke and myocardial
infarctions (Minassian et al. 2010). There are more than 125 health conditions that may affect or
be affected by oral health, including cardiovascular disease, human papillomavirus (HPV)
infection, HIV/AIDS, osteoporosis, obesity, diabetes, low birth weight, bacterial pneumonia,
infective endo- carditis, stroke, coronary heart disease, atherosclerosis and myocardial infarction,
and autoimmune disorders like rheumatoid arthritis (American Dental Association 2013).
Preventive measures such as proactive oral hygiene will lead to positive health outcomes.
Oral hygiene care can prevent respiratory infections and death from pneumonia in elderly people.
Frequent tooth brushing was associated with lower levels of cardiovascular disease (Griffin et al.
2012). Preventive dental care is the key to a healthy mouth. Normally, the body's natural
defenses and good oral health care, such as daily brushing and flossing, can keep these bacteria
under control. However, without proper oral hygiene, bacteria can reach levels that might lead to
oral infections, such as tooth decay and gum disease (Gilbert et al. 2007). Daily preventive care
can be executed properly by brushing twice a day and flossing daily (Colgate 2014). Routine
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dental cleanings, checkups, and oral hygiene education are preventive methods conducted by
dentists.
2.4

Fear of the Dental Chair
Culture strongly influences how the health care environment is viewed, and trust affects

every aspect of the doctor/patient interaction. Efforts to reduce disparities must include programs
that increase dental patients’ confidence and trust by demonstrating that their best interest is a
top priority of the health care system (Graham et al. 2004). About 11 percent of the U.S.
population avoids going to the dentist even when in extreme pain because they are frightened of
the dental chair (Pinder 2010). Dental phobia is an intense, unreasonable fear of the dentist,
dental office, and oral treatment (Colgate 2013). There are numerous differences between dental
fear/anxiety and specific phobias (Bracha et al. 2006).
Dental anxiety is a reaction to an unknown danger. Anxiety is extremely common, and
most people experience some degree of dental anxiety especially if they are about to have something done which they have never experienced before (Dental Fear Central 2017). Dental fear is
a reaction to a known danger (“I know what the dentist is going to do, been there done that - I’m
scared!!”), which involves a fight or flight response when confronted with the threatening
stimulus (Dental Fear Central 2017). Dental phobia is basically the same as fear, only much
stronger (“I know what happens when I go to the dentist - there is no way I’m going back if I can
help it. I’m so terrified I feel sick”). The fight or flight response occurs when just thinking about
or being reminded of the threatening situation. Someone with a dental phobia will avoid dental
care at all costs until either a physical problem or the psychological burden of the phobia
becomes overwhelming (Dental Fear Central 2017).
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Common examples of dental phobia are injection phobia, fear of pain, gagging problems,
and physical or sexual abuse (Pinder 2010). Dental phobia is an important issue in the practice of
dentistry because it interferes with both provision and receipt of dental care. Despite the
advances in dental procedures, equipment, and anesthetic technology, self-reported dental
anxiety levels have remained stable within the United States throughout the past 50 years (Smith
and Heaton 2003).
Dental fear is a psychological disorder impairing both oral health and health quality
(Arslan 2011). Extreme dental anxiety leads to avoidance of dental care, which results in severe
adverse consequences not only for the patient’s oral health but also general health in the form of
sleep disturbances, and negative impact on social interactions, and work performance (Oktay et
al. 2009). Dental phobia is a condition that hinders overall health. It is a very common disorder
that affects around 11 percent of Americans (Dental Fear Central 2014). The disorder is so widespread that there are websites and self-help programs devoted to helping the individual overcome
their anxieties toward the dentist and dental office (Keating-Biltucci 2011).
People with dental phobia often put off routine care for years or even decades. To avoid
the dental chair, they will put up with gum infections (periodontal disease), pain, or even broken
and unsightly teeth (Colgate 2013). Sadly, more health care dollars will continue to be spent on
emergency dental care instead of prevention (Keating-Biltucci 2011).
2.5

Poor Dental Health Affects Every Age
Millions of Americans suffer from poor oral hygiene (National Conference of State

Legislatures 2013). Proper dental care must be a lifetime commitment (World Health
Organization 2010) because the mouth directly reflects a person’s health and well-being
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throughout life. Teeth have a lifecycle that starts before birth and are meant to last until a
person’s death. It is equally important to maintain a good periodontal and overall oral health to
be able to support these teeth (American Dental Association 2013). Oral health discomfort
affects people of every age in many different ways. Oral pain and discomfort attribute to
disturbed sleep, impaired chewing, problems with speaking clearly, absenteeism from work and
school, and the avoidance of laughter and smiling. These physical oral problems affect social
determinants, such as, life opportunities, access to resources, economic advancement,
communication, education, and overall quality of life (National Institute of Dental and
Craniofacial Research 2014).
Aging isn’t always pretty, and your mouth is no exception. Teeth are amazingly strong;
your molars can bear down with over 200 pounds of pressure. But, like the rest of our bodies, our
teeth are not indestructible and tooth decay does not discriminate. Tooth decay is a problem for
everyone, from young children to older adults. Children who do not receive yearly dental
prevention treatments are at risk for dental caries, untreated decay, and the loss of teeth due to
caries (Geurink 2012). Adults who do not receive regular professional care can develop oral
disease that eventually require complex treatment and may lead to tooth loss and health problems
(Center for Health Care Strategies 2018). Furthermore, adults and the elderly who have lost all of
their natural teeth are less likely to seek periodic dental care than those with teeth (Geurink
2012). Neglecting to visit any type of dentist at any age decreases the likelihood of the early
detection of dental caries, untreated decay, oral cancer or soft tissue lesions from medications,
medical conditions, and tobacco use, as well as from poor fitting or poorly maintained dentures
(De Stefani et al. 1999).
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2.5.1

Dental Health Affects Children
Children should have their first dental visit within six months of eruption of the first tooth

and no later than 12 months of age. At a minimum, every child should visit the dentist at least
once per year (Geurink 2012). Nationally, dental decay is the most common chronic illness of
childhood, it is five times as common as asthma and seven times more common than hay fever,
with higher incidences in low-income and minority preschool children (Benjamin 2010). Tooth
decay affects growth patterns and nutrition, with associated pain and infection interfering with
school attendance (Hall and Hall 2013). Dental caries are the most common dental disease in
children and contributes to tooth loss (World Health Organization 2003a). The problem is
particularly severe in young children who live in poverty, minorities, and those who are in poor
health. Overall as many as two and a half million children who are two to five years of age in the
United States have untreated tooth decay (Cruz et al. 2004). Seventy five percent of children who
are three to four years of age have not made the number of dental visits recommended by Bright
Futures14, compared with about 19 percent who have not met the American Academy of
Pediatrics’ periodicity schedule for well child visits (Yu et al. 2002).

14

Bright Futures is an organization that provides tools and resources to help educate people

about dental prevention and health promotion for infants, children, adolescents, and their
families.
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Only approximately one child of every five enrolled in Medicaid uses dental services
(Cruz et al. 2004). Low-income children and adolescents in the United States continue to
experience a heavy burden of untreated pain and complications from dental disease. This is still
the case ten years after a US Surgeon General’s report described the oral health crisis in the
United States (Otto 2007). As noted by the Kaiser Commission on Medicaid and the Uninsured,
poor children experience more cavities, and their cavities are likely to be more serious, compared
to children who are not poor (Behrens and Lear 2011).
According to the American Academy of Pediatric Dentistry (2012), uninsured children
are less likely to receive dental care than insured children, and more than 36.8 percent of children
living in poverty (ages two to nine) have one or more untreated decayed primary teeth, compared
to 17.3 percent of children not living in poverty. Even though Medicaid provides dental coverage
for enrolled children, less than one of every five poor children enrolled in Medicaid receives
preventive dental services in a given year (American Academy of Pediatric Dentistry 2012).
The second WHO International Collaborative Study of Oral Health Systems (ICSII)
revealed that children experience impaired social functioning due to oral disease, such as
avoiding laughter or smiling due to peer perceived appearance teeth (World Health Organization
2003). Dental decay afflicts one-fourth of children entering kindergarten in the United States,
and low- income and minority children have more dental cavities than other children (Agency for
Health- care Research and Quality 2013). About 17 million low-income children received no
dental care in 2009 (Pew Center on the States 2010), and almost 60 percent of kids ages five to
17 have cavities.
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2.5.2

College Students
A large segment of college students are at risk for poor oral health as a result of a wide

range of economic problems and lack of insurance; moreover, about 1.7 million or 20 percent of
college students do not have access to basic preventive and primary dental and medical care
(United States Government Accountability Office 2008). The U.S. Surgeon General’s report
(2000), noted that college students miss more than 51 million hours of school each year due to
dental disease and/or treatment for chronic oral discomfort (U.S. Senate Committee on Health,
Education, Labor, & Pensions 2012). Up to one-third of American college-age students lack
access to oral health services (Shaefer and Miller 2011). During any six-month period in the
United States, more than 20 million college age students experience pain from toothaches (U.S.
Senate Committee on Health, Education, Labor & Pensions 2012).
Students; whom are 21 and under who qualify for Medicaid are covered under Medicaid
for minors. Those who do not qualify for Medicaid and are 26 and under are covered by their
parent’s private dental health insurance plan providing that the plan covers dependents (HealthCare.gov 2019). Students who are 27 and older are no longer covered by their parents’ insurance
and in many cases have no income or do not make enough money to purchase dental insurance
or pay for dental care (Chisolm 2007). The Affordable Care Act does offer dental plans but the
plans are separate from health pans and must be purchased separately (HealthCare.gov 2019).
Because college students have little expendable income or no insurance, trying to obtain
preventive care and dental services is next to impossible. This leaves students to go without
dental care and suffer from their oral health problems. In 2008, Senator Edward M. Kennedy
(D.-Mass.), Chairman of the Health, Education, Labor and Pensions Committee, said “It is
unacceptable that 20 percent of college students are uninsured. Students must be healthy to learn
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and guaranteeing that they have quality health coverage should be a priority for our nation
(United States Government Accountability Office 2008).”
2.5.3

Pregnant Women
Pregnancy is another factor associated with an increased risk for poor dental care which

can impact the health of the mother and child (Silk et al. 2008). Dental care during pregnancy is
an important aspect of prenatal care. Hormonal variations put pregnant women at risk of
suffering various dental problems (Bertness and Holt 2017). Poor oral health during pregnancy
can increase the risk of infants developing early childhood caries after birth (Gussy et al. 2006;
Yost et al. 2008). Poor oral health can contribute to low birth weight and premature births (Xiong
et al. 2006; Dasanayake et al. 2008). Pregnant women may have changes in taste and develop
red, swollen gums that bleed easily, known as pregnancy gingivitis. Both poor oral hygiene and
higher hormone levels can cause pregnancy gingivitis (U.S. Department of Health and Human
Ser- vices 2012). During pregnancy, Medicaid-enrolled women are 30 percent less likely to see a
dentist than women with private health insurance, and women with no health insurance are 70
percent less likely to see a dentist (Ressier et al. 2005).
Among pregnant women who experience a dental problem, less than half will schedule a
dental appointment (Hall and Hall 2013). Unfortunately, women seldom seek dental care during
pregnancy due to barriers such as cost, lack of awareness and misconceptions (Bertness and Holt
2017). Postponing dental care till after delivery incurs additional risk, as the new mother will be
busy with her child and may have lost her health care coverage in the interim (Hall and Hall
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2013). There is also evidence that maternal transmission of mutans streptococci15 can lead to
early childhood caries, further highlighting the importance of dental care during pregnancy
(Berkowitz 2003). The association between periodontal disease and preterm delivery and lower
birth weights makes it critical to reduce maternal periodontal inflammation through timely dental
referrals (Hall and Hall 2013).
2.5.4

Elderly
Teeth, gums, and the rest of the oral cavity need extra care and attention if you want them

to stay healthy in your later years. A century ago the need for dentures in later life was almost a
foregone conclusion. Today, three quarters of people over 65 retain at least some of their natural
teeth, but older people still suffer higher rates of gum disease, dental decay, oral cancer, mouth
infections, and tooth loss (Harvard Health Publishing 2010).
The Surgeon General's (2000) report found that people 55 to 74 years of age have higher
rates of periodontal disease and also have an increasing amount of tooth decay compared to
younger adults (Surgeon General 2000). With more elderly people having discretionary income
and retaining their natural teeth, demand for dental services among the elderly has grown
(American Dental Association 2013). But this demand can be substantially influenced by
financial barriers and other health concerns. Studies show that the elderly typically underuse
needed dental services (Lamster 2004). In the 50-69 age groups, non-Hispanic African
Americans (31.2 percent) are more likely than Mexican Americans (28.2 percent) or non-

15

Mutans streptococci are a group of bacteria that contribute to tooth decay.
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Hispanic whites (16.9 percent) to have at least one tooth site with periodontal disease. In the age
category 70 years and over, the percentages rise to 47.1 percent, 32.0 percent, and 24.1 percent
for the three groups (Agency for Healthcare Research and Quality 2013).
The presence of extensive tooth loss, untreated caries, and untreated periodontal disease
among older adults indicates that a sizable number may not have access to interventions effective
in preventing and controlling oral disease (Dye et al. 2007). In 2008, almost half of older community dwelling dentate adults reported no past-year dental visit (Agency for Healthcare Research and Quality Medical Expenditure Survey 2008). Those in highest need are the least likely
to receive care. Among dentate adults aged 65 years and older, racial/ethnic minorities were
about half as likely to report a past year dental visit and about twice as likely to have at least one
tooth with a cavity in need of a restoration than were their non-minority counterparts (Dye et al.
2007).
Older adults have more difficulty accessing effective interventions to prevent and control
oral disease than do younger adults. One barrier is older adults experience difficulties brushing
their teeth, brushing your teeth has been shown to be effective in preventing oral disease, and in
seeking effective clinical care (Vehkalahti and Paunio 1988). For example, institutionalized and
homebound elderly for whom self-care may be especially difficult have poorer oral health than
active elderly (Beck 1990). Another major barrier is lack of insurance. Medicare only covers
narrowly defined medically necessary procedures; it does not cover routine preventive care.
Florida Medicaid programs do not cover dental services for adults (Lawerence and Zwanziger
2000). Another option is buying dental coverage through AARP (American Association of
Retired Persons). The cost of individual coverage ranges between $30 and $55 per month
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depending on the level of benefits and where you live (Harvard Health Publishing 2010). These
insurance barriers result in adults paying an increasing portion of their dental expenditures out of
pocket as they age. National data indicate that the percentage of dental expenditures paid by
private dental insurance decreased with age from 50 percent for dentate persons aged 55 to 64
years, to 22 percent for dentate persons aged 65 to 74 years, and to 14 percent for dentate persons
aged 75 years and older (Agency for Healthcare Research and Quality 2008). This lack of dental
insurance coverage may affect treatment choices. Mean dental expenditures were lower among
persons aged 75 years and older compared with persons aged 55 to 74 years suggesting that these
persons may have selected no treatment or lower cost options such as tooth extraction instead of
more expensive endodontic and prosthetic treatment (Vehkalahti and Paunio 1988).
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Figure 2.1

The Aging Mouth

© The Harvard Health Publishing (2010)

Figure 2.0 is a diagram explaining the effects of an aging mouth. Not keeping up with
your oral health is going to cause problems at any age, but as you get older, the problems get
worse. Missing and loose teeth can make it hard to eat and talk. As food choices become more
limited, good nutrition and eventually overall health can go downhill fast. Speech problems and
facial changes from missing teeth often lead to self-consciousness, social isolation, and even depression (Harvard Health Publishing 2010).
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2.6

Importance of Dental Aesthetics
Body image is an obsession that has consumed most Americans (Miller and Halberstadt

2005). Historically, the options for improving the aesthetics of the human smile were rather
limited. For centuries; extractions, dentures, or the filing down of teeth to create the illusion of
alignment were the state of the art. Cosmetic dentistry now represents the 2nd largest nonsurgical
beauty industry after makeup (Lee 2015). While it is widely accepted that body dissatisfaction is
the result of a variety of factors (biological, familial, psychological, and sociocultural) and that
no singular factor can adequately account for the development of such issues (Striegel-Moore
and Bulik 2007), researchers agree that media influences do, at least in part, impact the
development of body dissatisfaction (Biazevic et al. 2008). Furthermore, societal views and
opinions about oral health and appearance fluctuate with economic, physical, and psychological
needs; the key to these changes is that resources and care are accessible to all individuals in need
(Albino et al. 2012).
Oral health problems can result in pain and discomfort and lead to problems in eating,
communication and appearance, and consequently to embarrassment, social problems and low
self-esteem (Nawaz 2012). An important role of teeth is to enhance appearance, and, facial
appearance is very important in determining an individual’s integration into society. The second
International Collaborative Study of Oral Health Systems (ICAII) revealed that in all countries
covered by the survey, substantial numbers of children and adults reported impaired social
functioning due to oral disease, such as avoiding laughing or smiling due to poor perceived
appearance of teeth (World Health Organization 2003). Throughout the world, children
frequently reported apprehension about meeting others because of the appearance of their teeth
or that others made jokes about their teeth (Moynihan and Peterson 2004).
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In socially interactive situations (while chatting at the bus stop, gym, restaurant or wine
bar, and non-interactive circumstances while walking down the street or watching television)
people tend to find enjoyment, like a curiosity, in looking at other people’s teeth. On many
occasions, dental problems are obvious, such as stained or grossly misaligned teeth (Ahmad
2006). The act of examining cranial appearance, staring, and judging one’s personal and not
personal dental health is an obsession that is fueled by the direct consumer marketing and the
media’s role in advertising directly to the aesthetically conscious public (Slack et al. 2013).
This dental obsession can be seen in advertisements, public figures, television shows, and
models. Interest in dental appearance has increased rapidly during the last few decades among
both patients and /, and the creation of a “natural” dental appearance has become an important
task in all fields of dentistry (Renata et al. 2012). Numerous factors are related to dental
aesthetics such as the color, shape and position of teeth and the shape of dental arch. These
factors are affected by individual preferences, as well as cultural and sociodemographic factors
(Marunick et al. 1983). Aesthetics is a primary consideration for patients seeking both
orthodontic and prosthodontics treatment. Interest in dental aesthetics has increased rapidly
during the last few decades among both patients and dentists (Carlsson et al. 2008).
A variety of factors, including socio-economic background education level, age, gender,
self-esteem, self-perceived dental aesthetic, social and cultural norms have been suggested as
factors affecting dental treatment motives (Spalj et al. 2010). Poor oral aesthetics and better
socioeconomic position more significantly influence the decision to seek corrective dental
treatment (Miguel et al. 2010). Females are reported to be more sensitive than males to the
appearance of their teeth and the importance of attractive teeth for quality of life decreases with
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aging and higher education levels (Vallittu et al. 1996). Females more often want dental
treatments, that their current dental status does not necessarily affect their choice of desirable
dental treatments, but previous dental treatment experience does (Renata 2012).
2.7

Oral Health, Diet, and Health Outcomes
Poor oral health can limit food choices and diminish the pleasures of eating (Surgeon

General 2000). Retention of teeth into later life is of utmost importance in enabling consumption
of a varied, nutritious diet (Moynihan and Peterson 2004). Research has indicated that extensive
tooth loss impairs chewing efficiency and has also been associated with loss of enjoyment of
food (World Health Organization 2003).
Dental decay results in tooth loss, which reduces the ability to eat a varied diet (TougerDecker and Loveren 2003). Dentures are not a satisfactory substitute for natural teeth and limit
the ability to consume a healthy diet adequate in fruits, vegetables and non-starch
polysaccharides (NSP) (Moynihan and Peterson 2004). The WHO (2003) said that tooth loss
impedes the achievement of dietary goals related to the consumption of fruits, vegetables and
NSP (World Health Organization 2003). Chewing serves an important role in nutritional intake
and digestion, and consequently the maintenance of general health (Chen 1997). Having 20 teeth
is considered necessary for functional dentition; chewing with removable dentures is at least 30
percent to 40 percent less efficient than chewing with natural teeth (Furuta and Yamashita 2013).
People with extensive or complete tooth loss are more likely to substitute easier to chew foods
such as those rich in saturated fats and cholesterol for foods high in carotenes, vitamin C, and
fiber (Griffin et al. 2012).
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Our diets must include minerals and nutrients in order for the body’s tissues to resist
infection. The presence of too much or too little of any nutrient can have harmful effects,
particularly on the mouth and teeth, and can contribute to oral diseases and infection (Academy
of General Dentistry 2012). Acidic, sugary, high fat carbohydrates, sticky, chewy foods, and
greasy foods all attack the gums, enamel, tongue, or other soft tissues. These types of foods can
greatly impact our dental and bodily health. The evidence shows that sugars are undoubtedly the
most important dietary factor (Moynihan and Peterson 2004).
Oral health is in turn, directly related to diet through nutritional influences. Poor
nutritional intake can lead to gum disease and tooth decay. Diet plays an important role in dental
caries, a major cause of tooth loss. Diet also plays a significant role in dental erosion16. Dental
erosion is a condition that is becoming more prevalent worldwide (Jarkander et al. 2018). Foods
high in carbohydrates, sugars, and starches greatly contribute to the production of plaque acids
that attack tooth enamel. Eventually, these acids can cause the tooth to break down and form a
cavity (Colgate 2010). Minerals and nutrients can affect cranio-facial development and salivary
glands, oral cancer and oral infectious diseases. Dietary components may also contribute to the
development of enamel defects (World Health Organization 2003). While it is apparent that our

16

Dental erosion is defined as an irreversible loss of dental hard tissue caused by a chemical

process that does not involve bacteria.
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oral health greatly affects our entire bodies, the barriers people face obtaining care hinders our
overall health as well.
2.8
2.8.1

Barriers to Preventive Services and Care
Prevention as a Barrier
Prevention is the best medicine for dental disease. Preventive dentistry is the practice of

caring for your teeth to keep them healthy. This helps to avoid cavities, gum disease, enamel
wear, and more. There are many forms of preventive dentistry, such as daily brushing and dental
cleanings (Stubblefield 2018). To maintain optimal oral health, the American Dental Association
(ADA) recommends visits to the dentist at regular intervals determined by a dentist. These
practices are designed to ensure that teeth are clean, strong, and white (American Dental
Association 2013e). Preventive dental services, access, and affordable treatment is vital to the
wellbeing of all Americans (Zimmerman et al. 2013). Tooth decay is the most common chronic
oral health disease and can lead to health consequences as serious as reduced growth and
development (American Dental Association 2013). The problem is particularly severe in children
and adults who live in poverty, in minority populations, and in those who are in poor health (End
Child Poverty 2008). Tooth decay remains a substantial problem and is made worse by existing
barriers that prevent people from obtaining preventive dental care.
Illness can be financially devastating, especially when considering the rising cost of
health care over the past 20 years. Dental insurance17 can help protect against large out-of-pocket

17

Dental insurance is a prepayment plan providing services or medical care needed in times of

illness or disability.
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dental care expenses that can accumulate during an acute or chronic illness. Dental insurance
includes voluntary plans18, either commercial or nonprofit, or compulsory national insurance
plans, usually connected with a Social Security program (Chisolm 2007). For most Americans
with dental health insurance, access to services and a willingness to practice good oral hygiene is
above average. However, health care disparities and the overwhelming lack of dental coverage
prevent millions of Americans from routinely seeking routine dental services (Hall and Hall
2013).
2.8.2

Insurance as a Barrier
Insurance is a barrier to preventive treatment. It’s a barrier because either the person can-

not afford dental insurance or the dentist will not accept their governmental type insurance, like
Medicaid. Obtaining preventive care on a low income budget is difficult without help from
governmental and state insurance coverage19, which is not accepted in most dental offices

18

Voluntary benefits are insurance products that employees may choose to purchase through

their companies at rates that are lower than they could get on their own. A few examples of
voluntary benefits are dental, vision, life, disability, supplemental health and cancer insurance.
Many employers offer voluntary benefits because they allow companies to provide a more robust
benefits package at no cost to them (Humana 2014).
19

Governmental State Insurance is insurance offered by the government to individuals of low-

income status.
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because of the poor reimbursement rates, loss of money, and lengthy reimbursement wait times,
thus many children and adults that are on Medicare and Medicaid suffer from poor oral health
(Hall and Hall 2013). Low income adults suffer a disproportionate share of dental disease and are
nearly 40 percent less likely to have a dental visit in the past 12 months, compared to those with
higher incomes (Centers for Disease Control and Prevention 2017).
The most common observation of health professionals explaining the persistent, intractable barriers to access to care was that oral health is not always a priority (Institute of Medicine 2011). Part of the health insurance dilemma is choosing between, on the one hand,
necessary dental treatment, and having to pay for household bills on the other. The reasons for
this vary from a low-income family’s competing priorities for their limited funds to a lack of
knowledge of the importance of oral health care (Institute of Medicine 2011). Oral health
services are delivered separately from primary health care; insurance policies, if they cover these
services, often include them as add-ons rather than as part of basic coverage (Behrens and Lear
2011). Because general health insurance and dental insurance are costly, those who work and pay
for their insurance often choose between general health insurance and dental insurance (Palencia
et al. 2013).
According to HealthCare.gov20 (2013), children’s dental coverage is a required benefit
included in all ACA compliant plans. The ACA lists dental care as an essential health benefit for

20

HealthCare.gov is a federal government website managed and paid for by the U.S. Centers for

Medicare and Medicaid Services.
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children (American Dental Association 2017). The Essential Health Benefits (EHB)21 ensured
that pediatric oral health coverage would be offered in most private insurance packages nationwide, including health insurance on the marketplace. According to the U.S. Department of
Health and Human Services (2013), the ACA provides oral health risk assessments22 for young
children age zero to 11 months, one to four years, and five to ten years. States are required to

21

Essential Health Benefits is a requirement under the Affordable Care Act that eliminated caps

on how much coverage people got for essential health benefits. Essential health benefits ensure
that health plans cover important services: Ambulatory patient services (outpatient services),
Emergency services, Hospitalization, Maternity and newborn care, Mental health and substance
use disorder services, including behavioral health treatment, Prescription drugs, Rehabilitative
and habilitative services (those that help patients acquire, maintain, or improve skills necessary
for daily functioning) and devices, Laboratory services, Preventive and wellness services and
chronic disease management, and Pediatric services, including oral and vision care (Families
USA The Voice for Health Care Consumers 2018).

22

The Oral Health Risk Assessment is a tool developed by the American Academy of Pediatrics

(AAP). The tool is intended for documenting caries risk of the child and will provide an understanding of the risk factors, protective factors, and clinical findings that demonstrate risk of
dental caries in children (American Academy of Pediatrics 2014).
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provide dental benefits to children covered by Medicaid (American Dental Association 2017).
Even though the ACA has made strides towards better dental coverage for children, the ACA
hasn’t brought many changes or improvements to the quest for affordable dental health insurance
and treatment for adults (Geyman 2016). The Marketplace does offer dental insurance plans, all
dental plans are separate from health plans and must be purchased separately (American Dental
Association 2019). The ACA does not legally require adults to have dental insurance, and still
treats dental care as an option rather than a health necessity for adults. Which leaves many adults
without dental insurance because they cannot afford dental treatment and/or dental insurance
(HealthCare.gov 2019).
2.8.3

Medicaid as a Barrier
Medicaid is a federal-state funded program that serves low income individuals of every

age. Medicaid benefits vary state to state. This state funded insurance program is primarily used
for general health needs including oral health care (U.S. Department of Health and Human Services 2014). Inadequate dental coverage provided by Medicaid is another barrier to preventive
dental treatments. Medicaid enrollees often have difficulty finding Medicaid contracted dental
providers (Center for Health Care Strategies 2018). Nationwide in the mid-2000s, fewer than one
in four dentists saw at least 100 Medicaid patients in a year (Borchgrevink et al. 2008). The
number of dentists that accept Medicaid varies widely by state: In 2000 in Ohio, for example,
only 11 percent of dentists saw more than 50 Medicaid patients in a year (Denti-Cal 2008); In
California, Horton and Barker (2010) found that within a 50 mile radius around Mendota, an area
with a population of approximately 800,000 people, there was a severe shortage of dentists
willing to accept the state’s version of Medicaid. Only 39 recent of dentists nationwide accept
Medicaid (Sanders 2012). The small number of dentists who are willing to accept Medicaid
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reimbursement is a significant concern (Seale et al. 2009). Lengthy payment wait times and low
Medicaid reimbursement rates are an important factor in a dentist’s decision whether or not to
accept Medicaid patients (Long et al. 2012). Medicaid reimbursements were reported to be well
below those of patients on Medicare and commercial insurance, and well below the physicians’
costs of providing care to Medicaid patients in their practice (Cunningham et al. 2005).
Americans that do not have dental insurance and Americans that have Medicaid all suffer from
barriers to obtaining preventive services.
In Florida, dentists reported that Medicaid was a major issue, and they would not accept
Medicaid in their practices (Artiga and Cornachione 2016). Forty percent of dentists in Florida
accept Medicaid, while thirty-seven percent of dentists do not provide services to consumers
with Medicaid coverage and would not consider doing so (Treadwell 2015). The low percentages
of those accepting Medicaid exacerbates the issue of access and makes it difficult to ensure that
all Floridians have access to dental preventive care and treatments (Treadwell 2015). Children
eligible for Medicaid in Florida may enroll in the Child Health Check Up program, which provides regularly scheduled health checkups, dental screenings, immunizations and other medical
services for children up to 20 years of age (American Student Dental Association 2016).
Dental benefits for Medicaid eligible adults are optional. States have considerable
flexibility in determining the scope of dental services covered. As a result, Medicaid adult dental
coverage varies tremendously across states, and is limited in some cases to emergency services
such as tooth extractions, or to specific populations such as pregnant women (Yarbrough et al.
2014). In response to fiscal challenges in the early 2000s, many states reduced or eliminated
Medicaid dental coverage over the course of a decade (National Conference of State Legislatures
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2014). A small increase in utilization rates has since been observed among adults with
governmental insurance, this increase is due to the Medicaid expansion under the Affordable
Care Act (Nasseh et al. 2016).
The ACA provided new opportunities for states to leverage federal dollars and extend
dental access to low-income adults through Medicaid expansion. A state can offer a dental benefits package to its expansion population that is either the same or different than what is provided
to its base Medicaid population (Chazin et al. 2014).
Dental benefits covered by state Medicaid programs typically fall into four general
categories (Center for Health Care Strategies 2018)
1. No coverage.
2. Emergency Only: Relief of pain under defined emergency situations.
3. Limited: Fewer than 100 diagnostic, preventive, and minor restorative procedures
recognized by the American Dental Association (ADA); per-person annual
expenditure for care is $1,000 or less.
4. Extensive: A comprehensive mix of services, including more than 100 diagnostic,
preventive, and minor and major restorative procedures approved by the ADA;
per-person annual expenditure cap is at least $1,000.
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Figure 2.2

State Medicaid Coverage of Adult Benefits

© Center for Health Care Strategies (2018)

Forty-seven states offer some dental benefit to their base adult Medicaid population (see
Figure 3.0). Twelve states (including Florida) cover dental emergency services only. Thirty-four
states cover dental services beyond defined emergency situations (e.g., uncontrolled bleeding,
traumatic injury), and among those, 18 states cover dental extensive services. Lastly, three states
offer no dental coverage at all.
2.8.4

Medicare as a Barrier
Medicare is a federal insurance program that serves people over 65, younger disabled

people and dialysis patients. Medical bills are covered from trust funds into which those covered
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have paid (U.S. Department of Health and Human Services 2014). Medicare does not cover
preventive dental services unless hospitalization is required (Medicare 2013). Senior citizens
who have only Medicare have no coverage for oral health care, are living on fixed incomes and
have limited ability to pay for services at the current cost (Treadwell 2015). As a last resort,
some patients will seek dental care at a hospital emergency department (ED). Most often
prompted to visit the ED for relief of pain triggered by dental fractures or abscesses, patients
usually leave with pain medications and antibiotics only; their general dental health needs remain
unmet (Quiñonez et al. 2011). Hospitalization and costly care are negatively affecting those that
do not seek care and those that are not properly taking care of their teeth. Because of the cost of
oral treatment, dental insurance, and the lack of governmental dental insurance options people
tend to wait to seek help until they are in an emergency situation. A hospital does not treat dental
issues with individual solutions; most hospitals are not equipped with the materials to provide
treatment for general mouth or tooth restoration (Quiñonez et al. 2011). People suffering from
oral discomfort are instructed to visit a dentist for permanent treatment; however, most do not
have the re- sources to do so (Kraybill and Olivet 2012).
We live in a society where dentists’ will not accept governmental dental insurance and
where the working poor cannot afford private insurance, nor have the funds to pay for out-ofpocket care. The only other options are over populated dental school clinics23 and free or low-

23

Dental school clinics give dental students the opportunity to practice their skills on low income

individuals.
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cost dental clinics24 where people wait in long lines for hours at walk in dental clinics and dental
schools seeking treatment (Daher et al. 2011). The harsh reality of free care is that preventive
care25 is not taught to the patients. The procedures are simply to remove the problem (tooth decay26, treating gum disease27, dental abscess28, and abscessed teeth29) and send the patient on

24

“Dental institutions are an important part of the safety net that provides access to care for

underserved and vulnerable patients. Many dental schools have dental students spend time in
com- munity-based sites such as federally qualified community health centers and county health
departments where the students can provide dental care to patients served by these institutions,”
(U.S. Senate Committee on Health, Education, Labor & Pensions 2012).
25

Preventive dental care is all the things you do (or should do) to take care of your teeth and

gums: bi yearly checkups, brushing, flossing, eating a healthy diet, and seeing your dentist
regularly to help avoid dental disease.
26

Tooth decay is a general name for disease of the teeth, including cavities and caries.

27

Gum disease is an infection of the tissues and bones that surround and support the teeth.

28

Dental abscess is an infection of the mouth, face, jaw, or throat that begins as a tooth infection

or cavity.
29

An abscessed tooth is a pus-filled sac at the root of a tooth or between the gum and a tooth. It's

most commonly caused by severe tooth decay. Other causes of tooth abscess are trauma to the
tooth, such as when it is broken or chipped, and gingivitis or gum disease.
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their way with no education on preventive care or tools; which ultimately leads to the patient returning for more treatment when another oral discomfort arises (Rivkin-Fish 2011). Dental
education needs to be provided with dental treatments (Rivkin-Fish 2011).
Millions of working poor and poor Americans suffer from poor oral hygiene (National
Conference of State Legislatures 2013). The working poor suffer from poor oral hygiene because
they do not have the funds to pay for private dental insurance and have too high of an income to
qualify for Medicaid. While the poor suffer from poor oral hygiene because dentists’ do not
accept Medicaid at their practices. Dental care is heavily influenced by poverty and ethnicity
(World Health Organization 2010), and since dental disease does not cause many direct deaths,
oral health problems do not generate an intense public outcry (Behrens and Lear 2011). Policy
makers and those of elite status are isolated from communities affected by limited access to
dental care (Wye River Group on Healthcare 2003). The ACA is an example of how policy
makers are isolated from the communities affected by the lack of dental care. Maybe if policy
makers understood the communities that they served, policy makers would produce policy
changes that included dental health as a necessity, not as a privilege. Dental insurance and care
are accessible for the wealthy, and non-accessible for the working poor and under privileged.
Dental insurance, for the most part, isn't covered under the Affordable Care Act.
2.8.5

Structural Violence as a Barrier
Structural violence, a term coined by Johan Galtung and by liberation theologians during

the 1960s, describes social structures (economic, political, legal, religious, and cultural) that stop
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individuals, groups, and societies from reaching their full potential (Galtung 1969). In its general
usage, the word violence often conveys a physical image; however, according to Galtung, it is
the avoidable impairment of fundamental human needs or the impairment of human life, which
lowers the actual degree to which someone is able to meet their needs below that which would
otherwise be possible (Galtung 1993).
Structural violence is subtle, often invisible, and often has no one specific person who
can be held responsible (Burtle 2013). Structural violence is one way of describing social
arrangements that put individuals and populations in harm’s way. The arrangements are
structural because they are embedded in the political and economic organization of our social
world; they are violent because they cause injury or suffering in the form of unequal health
outcomes. Neither culture nor pure individuals will are at fault; rather, historically given and
economically driven processes and forces conspire to constrain individual agency. Structural
violence is visited upon all those whose social status denies them access to the fruits of scientific
and social progress (Farmer et al. 2006).
A structural violence perspective encourages us to look for differences within large scale
social structures; differences of power, wealth, privilege and health that are unjust and
unacceptable. Structural violence encourages us to look for the connections between what might
be falsely perceived as separate and distinct social worlds. The concept of structural violence
also encourages an attitude of moral outages and critical engagement, in situations where the
automatic response might be to passively accept systematic inequalities (Taylor 2019).
Due to its subjectivity, violence can be defined in different ways. In this study of dental
health, structural violence is defined as a form of violence that occurs through institutional,
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relational, and cultural aspects over people’s over-all health and mental wellbeing, economical,
and social vulnerability (Rowson 2013). Oral health problems extravasate the body and are
constituted and determined beyond the biological sense, with a strong interaction with society
and environment. Tooth loss spans the limits of dentistry, by interfering in self-esteem, dignity,
social integration, influencing on people’s general health, well-being, and quality of life
(Saintrain 2012). Oral health inequalities exist among all social classes but is prevalent in low
income communities. Those whom suffer from structural violence produced by existing dental
health inequalities (economic, culturally, and socially), suffer from the consequence of the
omission of public assistance by social institutions.
2.9

Dental Screening by Primary Caregivers
At an early age, primary care medical providers have the opportunity to play an important

role in helping children and their families gain access to dental care (Cruz et al. 2004). The
medical office is considered an opportune site to reach large numbers of children who make a
medical visit but not a dental visit (American Academy of Pediatrics 2003). Physicians and their
auxiliaries can examine for potential dental problems, such as dental caries, abscesses, and
broken teeth. These services can help to prevent acute episodes of pain and infection that result
in emergency department visits (Cruz et al. 2004). Primary physicians should utilize these
practices to help the patients they serve, however they do not. Primary care physicians are not
formally trained in making diagnoses of the mouth. If physicians were properly trained in dental
health, they could better serve their patients.
A 2011 Institute of Medicine report called for enhancing the role of non-dental health
care professionals in an effort to reduce oral health disparities (Institute of Medicine 2011). The
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potential for physicians to improve access to needed oral health care services is reflected in the
relative size of the personnel pool (691,000 physicians vs 155,700 dentists) (Bureau of Labor
Statistics 2012). The organizing principles of this new initiative emphasized disease prevention
and oral health promotion, improving oral health literacy, reducing oral health disparities, and
enhancing the role of non-dental health care professionals (Cohen et al. 2013). The imperative to
address these health disparities has been recognized nationally and has been given a high priority
in the Institute of Medicine (U.S. Department of Health and Human Services 2003). The
potential for physicians to help address this problem by providing higher quality and more
comprehensive oral health related services to people is clear (Cohen et al. 2013).
2.10

Conclusion
Poor oral health is considered a major public problem globally due to its high prevalence

and significant social impact. The greatest burden of all diseases is on the disadvantaged and
socially marginalized (World Health Organization 2018). Limited access to oral health care
poses one of the greatest crises for the health and well-being of all Americans (World Health
Organization 2010). The American dental insurance market is complicated. Private insurance is
the key to gaining access to dental healthcare services without incurring a lifetime of medical
bills to pay off. There are significant structural problems in our oral health care system, and the
problems are getting worse. The increasing number of children, adults, and elderly not covered
by Medicare, Medicaid, or private insurance leaves many Americans with no options for
treatment but to suffer or to pay out of pocket for care (Oral Health America 2003). There is an
increasingly alarming number of Americans from our middle economic class, the working poor,
that continue to forgo treatment because they are living paycheck to paycheck (Gabler 2018).
Very little research exists on how the working poor access oral hygiene services and yearly
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preventive care. The literature shows that the working poor and poor fall through the cracks; this
project explored this gap and focused on what they do to obtain care and treatment. The next
chapter discusses theory, describes Gainesville, Fl in detail and the methods used to collect data.

47

CHAPTER III
THEORY, SETTINGS AND METHODS
3.1

Introduction
Culture does not work through ‘‘spooky action at a distance,’’ to quote Einstein’s famous

phrase (MIT Technology Review 2012). Rather, culture is in the everyday. It is in the scripts,
rituals, and language of our daily life. Culture is embodied in the way people make decisions
about their oral health and otherwise comport their bodies as they go through daily life. The
movements of the body and the meanings assigned to them promote a way of being in the world
that defines cultural codes, values, expectations, and ideas about one’s personal place in the
world (Cohen 2009). People and their social worlds are inseparable and understanding the
socially embedded self is essential for understanding the diversity of human experience (Fryberg
2012). Human experience of dental pain, suffering, oral diseases, and illnesses is shaped by the
cultural frameworks of the sufferer and of those whom we turn to for help (Joralemon 1999:
xiii).
Dressler states, “culture is linked to the individual which in turn is linked to the
biological” (2018: 334), culture and biology are best understood as a relationship and continual
interactions between the two that impact health outcomes. Without studying the interaction of the
two, there is little hope to fully understand the determinants of health outcomes (Hamilton et al.
2005). Disparities in the human experience, specifically dental health and illness, are most often
due to cultural and political-economic factors, not simply biological (Dressler 1999:334). A
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political-economic perspective is essential to a biocultural orientation because the unequal
distribution of resources in society leads to poor health through a variety of pathways (Dressler
2005).
3.2

Biocultural Theory
Biocultural theory is an integrative research theory designed to investigate the casual

interactions between biological adaptations and cultural constructions. Human biological
processes are constrained, organized, and developed by culture, which includes culturally
specific socioeconomic and political structures (Carroll et al.2015). Biocultural and political
economic theories form the basis for this research. Biocultural theory is centered on the
understanding that humans as equally biological and cultural beings. The experience of illness
and disease is grounded in the culture of the sick; therefore, the biological experience of illness
cannot be separated from culture (Joralemon 1999:xiii). For example, political economic factors
have a significant impact on disparities in dental health and dental healthcare access (Copeland
2011; Farmer 1999). Socioeconomic status further impacts healthcare access through the
stigmatization of the poor and of resources that service the poor. Dental healthcare in the U.S. is
complicated because disease and illness are not simply biological. Cultural and politicaleconomic factors are two of the main determinants of who gets sick and who gets better from
start to finish (Copeland 2011; Farmer 1999). Access to dental healthcare in the U.S. is
intricately tied to insurance. Biocultural theory does not preclude the consideration of politicaleconomic factors. The distribution of resources and access to resources has a direct impact on
health outcomes, therefore political-economy is integral to the biocultural approach (Dressler
2005). “Political-economy combined with biocultural approach helps move anthropology
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towards a more holistic approach to the study of illness by including the biological, cultural,
political, and economic factors that affect the overall illness experience” (Copeland 2008: 33).
The use of a biocultural framework can be viewed as the application of a theoretical lens
through which disease and embodiment are integrated. This way of understanding takes local
cultural views and understanding of illness and disease. This integrative work requires a
significant focus on methods, and an openness to different, often competing theoretical
paradigms. Studying health and healing from a biocultural perspective takes illness and/or
disease and puts it in the context of how a culture embodies the illness they feel as a result of the
disease (Hruschka et al. 2005).
Thus, a biocultural approach can be understood as a feedback system through which the
biological and cultural interact; biology allows certain behaviors to exist and in turn those
behaviors influence biological traits. Through the understanding of both the biological and
cultural implications of disease and embodiment, healing becomes a cultural product, something
that makes sense within a particular cultural context. Biocultural research involves integrating
how cultures approach health and healing based on gender, class, age, education, and their own
traditional experience with illness and healing (Dressler 2005). There are three different
approaches to biocultural research:
1. Biological: ‘biology matters’ this approach focuses on evolution and how it influences
disease.
2. Cultural: ‘culture matters’ this approach focuses on the interpretation and explanations of
illness.
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3. Critical: ‘inequality matters’ this approach focuses on how inequality shapes disease in
society.
In this research, I applied the cultural and critical approaches of biocultural theory coupled
with cognitive anthropological theory and cultural consensus theory to determine the dental
health domain and analyze the disconnect between achieving optimal dental health status and
access to dental insurance and treatment.
3.3

Cognitive Anthropological Theory
Cognitive anthropological theory is also central to this study. “Cognitive anthropology

addresses the ways in which people conceive of and think about events and objects in the world.
It provides a link between human thought and the physical and ideational aspects of
culture” (D’Andrade 1995: 1). It is an approach that investigates cultural knowledge of how
people make sense of their reality (Simova 2009). Cognitive anthropology defines culture as the
knowledge that one possesses in order to adequately function as a member of society, and it
offers an approach for understanding the cultural model (Dressler 2005). Rather than viewing
culture as one integrated whole, culture is understood to be made of various cultural models,
which are variably shared among members of society. It is the sharing, or consensus, of these
models that provides the aggregate properties of culture (Copeland 2011). This perspective
suggests that culture is composed of an interconnected framework of schematized, shared
knowledge that constructs meaning, represents social reality, directs behavior, and facilitates the
interpretation of behavior (Collins and Dressler 2008: 364). Its significance consists in its
conceptual framework and models for understanding the dynamic interactions among human
psychological and socio- cultural environmental traits in response to the environment
51

(Khongsdier 2007). An individual’s cultural model is composed of two different elements; the
first is the shared cultural model of a given phenomenon, those things that are widely known in a
community, and shared knowledge that is transmitted from one person to another such as
customs, values, language, music, religion, etc. The second part is an individual’s specific
experiences and knowledge, which will vary from the average due to idiosyncrasies (Keesing
1974). Future cultural knowledge is divided, which means not everyone knows everything about
a cultural phenomenon, but together a cultural group has cultural knowledge about a particular
phenomenon. Thus, humans are both simultaneously biological and cultural, and the experiences
of disease and illness are best understood through the lens of cognitive anthropology theory
(Hruschka et al. 2005).
Cognitive anthropologists study shared and varying beliefs among members of a social
group, information processing in particular social contexts, and other aspects of cognition such
as memory or interpretive devices such as narrative structures. Some major schools of cognitive
anthropology include cultural models, cultural consensus analysis, cognition in
practice/distributed cognition, and cultural epidemiology (Wassmann 2001).
3.4

Cultural Consensus Analysis
Cultural consensus analysis (CCA) was developed from cognitive anthropology theory.

In 1986, Romney and colleagues introduced CCA. The central goal of CCA is to provide a
systematic model for inferring the consensus of answers by pooling the responses to a set of
questions pertaining to a particular domain of knowledge (Oravecz et al. 2014; Romney et al.
1986). CCA is a formal mathematical model for the analysis of informant consensus on
questionnaire data that will simultaneously provide an estimate of the cultural competence or
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knowledge of each informant and an estimate of the correct answer to each question asked of the
informants (Romney et al. 1987). The method determines the degree of consensus among
informants about specific cultural domains and measures the cultural competence of an
informant in a particular cultural model (Dressler et al. 2005; Romney et al. 1986).
CCA provides researchers with guidelines for determining if there is enough shared
knowledge to say that there is a single shared cultural model. CCA provides a way of
conceptualizing and coping with individual variability. As Roy Goodwin D’Andrade put it, “For
a long time there has been a scandal at the heart of the study of culture. This scandal goes as
follows: All human groups have a culture; culture is shared knowledge and belief; but when we
study human groups, we find the there is considerable disagreement concerning most items of
knowledge and beliefs” (D’Andrade 1987: 194).
Consensus analysis not only ascertains the elements of cultural domain, but assesses how
those elements are organized, determines individual knowledge or competence, and provides a
weighted correct answer key. The goal of CCA is to elicit shared knowledge from groups of
respondents, the knowledge of respondents is tested for cultural consensus. CCA determines the
degree of consensus among the informants in a particular cultural domain.
In this research on dental health, CCA is the method used to test the consensus of shared
knowledge (Weiler 1984a, 1984b; Weller et al. 1999; Baer et al. 2003; Hruschka et al. 2008).
The consensus model does not impose any preconceived notions about what constitutes a proper
“answer.” In this sense it is neutral about the cultural content and structure of the dental health
do- main under consideration. The correct answers are inferred solely from the responses of the
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informants. The answers from informants are then empirically tested by comparing the
similarities or dissimilarities of the cultural knowledge of the population. A comparison of the
inferred correct answers will give us an idea of how widely cultural knowledge might vary in
content. The overall power of the model is made by testing for coherence among a population of
the same culture (Oravecz et al. 2014; Romney et al. 1986).
The cultural unbiased responses estimated from the cultural model are not some simple
average, but rather take into account the way in which meaning is distributed among the
informants. It is a function not of what any individual knows, but rather of how that knowledge
is distributed. When the culturally correct answers are unknown, the purpose of CCA is to
estimate the agreement between people, the culturally correct answers and the cultural
knowledge or accuracy of informants. The informants must be asked a series of questions all on
the same topic. Responses to questions are not corrected, recoded, transformed, or reflected
because the purpose is to use the original responses to estimate culturally correct answers.
Informant reliability or competency can be estimated from the pattern of agreement between
individuals; the observed agreement is a function of shared knowledge. Answers are estimated
by weighing individual responses by their competency and aggregating those responses across
individuals (Weller 2007).
In conclusion, biocultural and cognitive anthropological theory coupled with the analytic
power of the cultural consensus model and a structural violence lens, aids researchers in
quantitatively assessing what people from different socioeconomic backgrounds and dental
health practitioners actually know about managing a healthy dental health status, how knowledge
is distributed, and what sociocultural factors influence this knowledge (Copeland 2011).
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3.5

Setting
Dental health disparities in the United States stretch back to the American Revolutionary

War and beyond. George Washington was inaugurated in 1789 with one tooth in his mouth, a
lower left bicuspid (Darnton 2003). Washington’s teeth were worked on by all of the best-known
dentists in the country. He had a large collection of false teeth (Figure 3.1) made of everything
from elephant ivory, walrus tusk, and hippopotamus tusk to the teeth belonging to a fellow
human (Etter 2016). Despite Washington’s social status and wealth, he wasn’t alone in his war
against tooth disease. His contemporaries probably worried more about the pain in their gums
than about the new constitution in 1787 (Darnton 2003). According to Mount Vernon, the
historical site of Washington’s Virginia home, Washington’s dental troubles also made it hard
for him to speak well and smile. Washington’s constant dental woes greatly diminished the
President’s desire and ability to speak. Always sensitive about his appearance and speech,
Washington was no doubt self-conscious about his dentures (Smith 2014).
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Figure 3.1

George Washington’s Dentures

© Mount Vernon (2003)

The chronic oral health diseases that plagued George Washington still affect many people
today. The most common chronic disease in the United States is not heart disease, diabetes or
hypertension; it is tooth decay. In the United States, tooth decay is the most prevalent chronic
condition among children and teens, and also affects nine out of ten adults (James 2105). Despite
major improvements in access to oral health care for the population as a whole, oral health dis-
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parities30 exist for many racial and ethnic groups, by socioeconomic status, gender, age and geographic location (CDC 2016).
Economists in the United States measure the country’s human well-being or quality of
life by calculating the resources that individuals have at their command, which are assessed in
terms of either money, income or assets or the goods and services that they consume (Stiglitz et
al. 2009). The United States has the largest overall economy in the world but does not have the
highest quality of life. In 2017, the United States ranked 19th in the world with a GPD per capita
of $55,800 (World Population Review 2019). Therefore, our personal health and quality of life is
heavily dependent upon money, more specifically the economic value that each person holds. A
persons’ economic status often dictates the quality of life that they are living, therefore economic
status often dictates overall health and more specifically oral health. This includes an individual's
ability to get and keep dental insurance (CDC 2016). In order for people to achieve a higher

30

Oral health disparities refer to the existence of differences in the incidence, prevalence,

mortality, and burden of oral disease and other adverse dental health conditions, as well as the
use of health care services, among specific population groups in the United States. Existence of
disparities in oral health status, accessing and using the oral health care delivery system, and
receiving treatment depending on gender, race or ethnicity, education, income, disability,
geographic location, and sexual orientation (Chattopadhyay 2008).
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quality of life they need to produce a yearly income that will allow them to afford dental and
health insurance yearly.
The insurance question that many Americans face is, “Dental insurance or health
insurance? Why can I not afford both?” The lack of dental insurance coverage suffered by some
Americans does more than make dental care even more difficult to afford. Americans without
dental benefits report higher incidences of other chronic health issues, as oral health is closely
tied to overall health (Guardian 2018). According to the National Association of Dental Plans
(2018), Americans without dental coverage are:
•

67% more likely to have heart disease;

•

50% more likely to have osteoporosis;

•

29% more likely to have diabetes.
Without dental insurance, Americans are also more likely to need tooth extractions or

dentures. Not only is tooth loose expensive, but missing or broken teeth can make it difficult to
eat, chew, or talk. People suffer from the lack of confidence in social and professional settings
when they have missing teeth, broken teeth, and build up around their gums. These extra
challenges can lead to lack of nutrition and chronic pain make it difficult to sleep, work, or
complete daily tasks (Guardian 2018).
Looking closer at the American South, the South has high rates of chronic disease and
poor oral health outcomes (Artiga and Damico 2016). The South accounts for over one-third of
the nation’s population. The South, as defined by the U.S. Census Bureau, includes 17 states,
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stretching from Oklahoma, Texas, and Arkansas on the West to the Atlantic Ocean on the East,
and northward to Delaware, Maryland, Kentucky, and West Virginia (Figure 3.2).

Figure 3.2

Census Regions and Divisions of the United States

© Artiga and Damico (2016)

As of 2014, over 118 million individuals lived in the South accounting for more than one-third
(37 percent) of the total U.S. population and the region is growing rapidly (Artiga and Damico
2016).
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The South is racially and ethnically diverse and is home to a large share of the nation’s
people of color.

Figure 3.3

Racial and Ethnic Distribution of the Population in the South and Remaining US

©Artiga and Damico (2016)

People of color make up 42 percent of the population living in the South compared to 36 percent
in the remaining United States (Artiga and Damico 2016) (Figure 3.3). In particular, African
Americans account for a greater share of the Southern population compared to the remaining
areas of the United States (19 percent vs. eight percent) (United States Census Bureau 2016).
Moreover, more than four in ten (41 percent) of all people of color reside in the South, including
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nearly six in ten of African Americans (58 percent). As seen in Figure 3.4, Southerners are more
likely than those in each of the other regions to be poor (Artiga and Damico 2016).

Figure 3.4

Percentages of Population Below Poverty by Geographic Region

©Artiga and Damico (2016)
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Figure 3.5

Health Insurance Coverage of the Non-elderly Population

© Artiga and Damico (2016)

As seen in Figure 3.5, Southerners fair worse in dental health than their counterparts.
Nationally, more than seventy five percent of insured individuals do not receive preventive care
due to not having sufficient dental coverage (Haley et al. 2008). Since 2010, the state of Florida
has received poor ratings on multiple oral health indicators for children, including an “F” for
meeting policy benchmarks to ensure dental health and access for disadvantaged children (Oral
Health Florida 2014). Roughly 76 percent of Florida’s Medicaid enrolled children did not receive
dental care in 2011, placing Florida as the lowest ranking state in the country (Oral Health
Florida 2014). The Florida Institute for Health Innovation (formerly known as Florida Public
Health Institute) reports that children and adults in Florida, including the elderly, do not receive
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preventive dental care due to not having sufficient dental coverage (uninsured and underinsured),
the cost of care, a lack of dentists accepting Medicaid patients, limited health department
resources, and too little recognition by the general public of the importance of oral health
(Patrick et al. 2006). Other issues include the lack of fluoridated water for 30 percent of the
population, and a lack of pediatric dentists that accept Medicaid patients in 22 percent of
Florida’s counties (Treadwell 2015).
Table 3.1

Contrast Between Those Who Have Health Insurance and Those Who Do Not
have Dental Health Insurance

Coverage Type

Category

Florida (%)

United States (%)

Health

Uninsured

13

9

Insured

87

91

Uninsured

45

36

Insured

55

64

Insurance
Coverage
Dental Health
Insurance
Coverage

© Esubalew Dadi Florida Policy Institute (2017)
Table 3.1 presents the number of people who have/do not have health insurance in
Florida, the number of people who have/do not have dental health insurance in Florida to the
national averages. As seen in Table 3.1, Floridians fair worse than their counterparts on the
national level for every category. Approximately 13 percent of Floridians are without healthcare
insurance coverage, while 9 percent of Americans are without healthcare insurance (Dadi 2017).
In contrast, approximately 45 percent of Floridians are without dental insurance, and 36 percent
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of Ameri- cans are without dental insurance (Dadi 2017). As of 2018 there are 20.5 million
people living in Florida, 6.8 million people (33percent) are low income and 3.3 million people
(16 percent) are covered by Medicaid/CHIP (Medicaid in Florida 2018). In spite of the
expiration of The Children’s Health Insurance Program (CHIP) in 2017, which insures 9.2
million Americans and 3.3 million Floridians as of 2018, Floridians covered by CHIP will
continue to have coverage through 2019 (Families USA 2013). The Medicaid and CHIP Payment
and Access Commission (MACPAC) noted that the children who are covered under MACPAC
will continue to be covered through Medicaid, as the Maintenance of Effort (MOE) provision in
the Affordable Care Act requires states to keep the same eligibility levels for those in Medicaid
and CHIP through 2019 (MACPAC 2017).

Figure 3.6

Map Showing Location of Gainesville, FL

© World Atlas (2018)
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Gainesville, Florida is an ideal place to investigate a cultural model of dental healthcare
access among the uninsured because of its high volume of students, numerous medical services,
diverse population, high numbers of working poor, and high ratio of uninsured. Gainesville is
located in the north central region of Florida and can be seen in Figure 3.6. It is the most
populous city in North Central Florida. Gainesville is a moderately sized city with a community
of 124,354 (Suburban Stats 2016). It is the thirteenth largest city in Florida, the city is also home
to the University of Florida College of Dentistry. Gainesville has a diverse mix of residents
running the socioeconomic status continuum. The median household income in 2015 is $32,108,
which is lower than the Florida average ($49,426) and U.S. average ($55,775) (U.S. Census
Bureau 2016). Most of Gainesville’s residents have at least a high school diploma (91.2 percent)
and more than a quarter (42.6 percent) have a bachelor’s degree or higher (Migration Policy
Institute 2016). Gainesville’s poverty rate is higher than the state average with 35.8 percent
living below the poverty level (U.S. Census Bureau 2016). Most of Gainesville’s residents fall
into the middle class. The city is predominantly white (64.9 percent), but there is also a large
black population (23 percent) and a small but growing Hispanic community (10 percent) (U.S.
Census Bureau 2016). The Hispanic population is a mixture of both recent and established
migrants as well as first generation Americans. In 2014, Florida ranked 4th in the U.S. in terms
of the number of immigrants (4 million) that inhabit that state (Migration Policy Institute 2016).
3.6

Methods
This project was reviewed and approved by MSU’s Institutional Review Board, Study

#14-158. Fieldwork and participant observation were conducted during the Summer of 2014
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(May 2014 through September of 2014). During previous summers and fall breaks (2013) I
completed an internship with two private dental practices; Dr. Jeff Matilsky, D.M.D., PA31 and
Dr. Altschuler Periodontic and Implant Center32. Through these relationships, I gained
authorization to begin fieldwork at their offices during the Summer of 2014. As part of my

31

Dr. Jeff Matilsky, D.M.D., PA is a general dentist in Gainesville, FL. He and his team are the

primary dental care providers for patients of all ages. They treat you and your entire family and
care for your overall oral health. Your general dentist takes responsibility for the diagnosis,
treatment and overall coordination of services to meet your oral health needs. If you need a
specialized dental procedure performed, Dr. Matilsky works with other dentists to make sure you
get the care you need (Dr. Jeff Matilsky, D.M.D., PA 2016).
32

The Altschuler Center provides a variety of surgical and non-surgical services. The dental

group is conservative in their treatment recommendations and resort to surgery only when it is
necessary. The team believes that having a healthy smile as you get older isn’t just for aesthetic
reasons (Altschuler Periodontic and Implant Center 2016). It keeps you on the road to optimum
oral health. Research has indicated possible links between the bacteria causing gum disease and
systemic diseases like cardiovascular disease, respiratory disease, diabetes, osteoporosis and preterm birth; therefore, visiting your dentist regularly is imperative (Altschuler Periodontic and
Implant Center 2016). In addition to examining and cleaning your teeth, your dentist will screen
you for oral cancer, which generally occurs in people ages 45 and older (Altschuler Periodontic
and Implant Center 2016).
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agreement with Dr. Matilsky, I volunteered in his office three days a week. While volunteering
my duties included cleaning dental laboratories, cleaning and sanitizing instruments, checking
in/out patients, filing charts, and billing. In return, I was given permission to observe dental
consultations, general dental procedures (cleanings, root canals, and filings), and I was given
permission to interview patients and staff. I volunteered in Dr. Altschuler’s office once a week,
during that time I shadowed Dr. Altschuler and his staff. I sat in during gum surgery, dental
implants, bone regeneration, soft tissue grafting, and scaling. Before interviewing began,
participant observation33 began the third week of May 2014. Participant observation was
conducted simultaneously while shadowing dentists, hygienists, assistants, and front office
management four times a week to gain a better understanding of the problems facing the poor
and working poor and a more thorough understanding of the dental health system. In total, 588
hours were spent conducting participant observation in dental offices. Through participant
observation, I learned firsthand about the obstacles people face accessing dental care, paying for
dental care, and what dental treatment looks like in different settings (dental office and clinic).

33

Observation, particularly participant observation, has been used in a variety of disciplines as a

tool for collecting data about people, processes, and cultures in qualitative research (Kawulich
2005). Participant observation is a minimal method that involves participating and observing
places, practices and people in order to gain ‘insider’ knowledge (Laurier 2019).

67

3.6.1

Participant Recruitment
In order to examine the dental health domain, I began with participant observation.

Participant observation aided me in finding and selecting key informants for research. Participant
observation not only allowed me to establish relationships with patients of the dental office but
also with the people that worked at the dental office through observing conversations between
the dentist and the patients as well as observation of conversations with the staff and patients. I
was able to observe the social connections within which individuals could anticipate support
around dental health, individual’s economic status, and what dental health meant to each
informant. These conversations were vital, they allowed me to learn information about patients
visiting the dental office and about the people that worked at the dental office. Most importantly,
participant observation allowed me to utilize purposive sampling34 in order to target specific
people that fit one of my seven interviewee categories (dentist, hygienist, assistant, and people
with dental insurance, people without dental insurance, people with Medicaid, and people with
Medicare).
Participant observation aided me in purposefully selecting key informants that met at
least one of my interviewee categories. Through conversations and checking patients out of the
dental office, I would learn details and characteristics about that person. If they met my

34

Purposive Sampling is conducted by selecting informants based on specific criteria. Purposive

sampling was used to intentionally study a broad sample of the dental health population.
Handwrker and Wozniak (1997) have demonstrated that purposive sampling of key informants is
an efficient strategy when the aim is to examine cultural models.
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interviewee criteria, I would start a conversation with that person after they finished checking out
of the dental office or I would speak to dental health providers at the end of the work day about
being interviewed for research purposes. I explained that I was a graduate student conducting
interviews for my thesis and was clear that participation was completely voluntary. For all those
who agreed to participate in the interview I read the IRB-approved informed consent (Appendix
D). After I was given verbal consent, I explained that I would not record their names or personal
information so there was very little chance that their answers can ever be connected to them.
After individuals agreed to participate, I proceeded with the interview (Appendix A). All of the
in- formants were asked the same demographic, open-ended questions35, and scalar questions36.
Demographic questions included; gender, age, marital status, ethnicity, occupation, highest level
of education, children, status of work, insurance status, and approximate annual household in-

35

An open-ended question is designed to encourage a full, meaningful answer using the subject's

own knowledge and/or feelings. It is the opposite of a closed-ended question, which encourages
a short or single-word answer. Open-ended questions also tend to be more objective and less
leading than closed-ended questions (Media College 2018).
36

Scalar questions are a psychometric scale where respondent’s simply do not choose between

“yes/no”, there are specific choice(s) based on “agreeing” or “disagreeing” on a certain question.
These scales are essential in measuring a respondent’s opinion or attitude towards a subject
(Question Pro 2018).
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come. In addition, I asked if they have health insurance and dental insurance, what type of
insurance they have, time period they have held the insurance, and why they found insurance to
be vital.
At the end of each interview with participants, I asked each informant if they knew anyone that would be interested in speaking to me and if that person would fit one of my seven
interviewee categories. If they knew of others, I gave them my contact information and asked
them to have that person contact me to discuss and arrange an interview. Snowball sampling37
led to several interviews being conducted at various locations outside of the dental office yet still
in Gainesville, FL.
Participant observation, snowball sampling, and purposive sampling helped to target 60
people whom met the interviewee categories: people whom provided dental care to patients,
specifically people utilizing dental health treatments, people searching for dental treatments, and
people from the general public. In total, 57 percent of the sample was accessed outside of the
dental office and 43 percent of informants were from within the dental office. Phase one

37

Snowball sampling is where research participants recruit other participants for a study. It is

used where potential participants are hard to find. It’s called snowball sampling because (in
theory) once you have the ball rolling, it picks up more “snow” along the way and becomes
larger and larger (Naderifar et al. 2017)
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consisted of six informants who were accessed out of the dental office, and phase two consisted
of 28 informants that were accessed outside of the dental office. I received three participants
from the Facebook posting, 17 participants as a result of people seeing the flyer posted in public,
and 14 participants through snowball sampling. Those interviews were conducted with dentists
(n=2), assistants (n=1), dental office manager (n=1), hygienists (n=4), the poor/working poor
(n=40), and middle class (n=12).
3.6.2

Data Collection
A mixed methods approach38 was applied along with semi structured interviews39 (See

appendix A, B, and C for the interview guides), which were utilized to collect information about
dental health and treatment seeking behaviors that were used to explore the cultural model.
Semi-structured interviewing, according to Bernard (2006), are best used when you will not get
more than one chance to interview someone (Bernard 2006). Semi-Structured interviews began
the third week of May 2014. All interviews were voluntary, and I began with the staff first.

38

A mixed methods approach was important because it applied methods that were outside of

CCA. These methods further backup my CCA findings.
39

Semi-structured interviews are when the researcher and respondents engage in a formal inter-

view, the interviewer develops and uses an interview schedule, and when the researcher follows
the interview schedule while being able to follow topical trajectories in the conversation that may
stray from the interview schedule when the researcher feels this is appropriate (Cohen and Crabtree 2006).
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Potential participants among the patients were approached during participant observation and
asked if they would be willing to answer questions for a research study. Semi-structured
interviews were used as the principal way to collect data. Semi structured interviews allowed the
interviewer and participants to engage in a formal interview with an interview guide that the
researcher followed. It also allowed for conversations to stray from the interview schedule when
the inter- viewer felt it was appropriate, semi structured interviews made it possible for the
interviewer to interview participants only once since there would not be another chance to sit
down with informants more than once. Semi structured interviews were helpful to the research
process because it allowed informants the freedom to express their views in their own terms.
The goal for defining a cultural domain was broken into two parts. Part one was to elicit
from individuals the terms they used to describe a body of knowledge about dental health (the
cultural domain). This was done through participant observation and free-listing interviews. Part
two was to elicit from respondents a greater understanding of how the terms from part one
associated with one another. This was done through a pile sort and rating tasks. Furthermore yes/
no questions and Likert Scales were explored to provide more information that would back my
CCA findings.
This research included both qualitative and quantitative methods and consisted of two
phases. In both phases, I conducted semi-structured interviews (Appendix A and B). The first
phase consisted of demographic questions, open-ended questions, free-listing, yes/no questions,
and Likert Scale questions (see Appendix A for interview schedule), and the second phase
consisted of demographic questions, pile sorting, rating tasks, yes/no questions, and Likert Scale
questions (Bernard 2006). In both phases I interviewed providers as well as consumers and non72

consumers of dental services because I felt that including consumers, non-consumers, and
providers would give me the greatest insight into the overall dental health cultural model of
Gainesville, FL.
3.6.3

Free-listing: Phase One
Free-listing elicits words and phrases that represent a specific domain. The first step in

assessing a cultural model of dental health is to define the domain, which is a set of culturally
relevant terms that mean something in the lives of the participants. In order to narrow down the
broad view of cultural differences on dental health to more specific descriptive operational
indicators, this required linking the intensive descriptive methods of ethnography to more
extensive quantitative methods for hypothesis testing (Dressler 2005). One of those mixed
methods was free-listing. Free-listing is a means for eliciting the terms that individuals within a
particular social context use to talk about the dental health domain (Dressler 2005; Weller and
Romney 1988). Sixteen participants were interviewed during the free-listing phase of this
research. In order to elicit culturally relevant terms for the domain of dental health, participants
were asked to answer nine open ended questions. Open ended questions help to elicit further
insight into how individuals conceptualize dental health. Those questions were broken down into
three categories. The first group of questions was asked to elicit responses on overall health and
dental fear. The next category of questions was asked to elicit responses on dental aesthetics, and
the last category of questions were asked to elicit responses on oral health prevention and
aesthetics.
Overall Oral Health and Fear:
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•

Describe the possible feelings people have when they visit a dental office?

•

What do people associate with a dental office?

•

Please describe what words come to mind when you think about dentistry.

Dental Aesthetics:
•

Describe what white straight teeth represent or mean in our society?

•

Please describe an unhealthy oral appearance.

Oral Health Prevention and Aesthetics:
•

Please describe the characteristics of a healthy mouth.

•

What do people associate with preventive oral care?

•

What does a person need to do in order to have healthy mouth?

•

Please describe what a healthy mouth means?

Through fieldwork more specifically participant observation, I gained practical experience
and knowledge about dental health. I was able to apply this knowledge when I generated a list of
terms that were most notably brought up and spoken about during conversations. These terms
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were spoken about by participants without being promoted with open ended questions. For
example, one term that was added to the list was “pink healthy gums,” with the definition of this
term being a positive characteristic of a person’s oral health.
The responses to free-listing questions were compiled by hand. I input all of the terms that
participants listed into an Excel file on my laptop. I noted how many participants listed each
term, I also input the list of terms that I generated from observation into the same excel sheet.
The terms that were mentioned by at least 6.25 percent of the sample were selected for use. Freelisting questions generated 189 terms which were condensed to 64 terms. I condensed the terms
down because, it is impractical to ask informants to sort 189 terms. Due to the small sample size,
I was cautious about what percentage of frequency I chose as a cut off. I also noticed that there
were several terms that overlapped in meaning. I collapsed terms that were similar in definition
into single terms or phrases and combined the number of times each term/phrase was mentioned
by participants. For example, “clean teeth” and “healthy mouth” overlap in meaning. Therefore, I
removed “clean teeth” from the list because “healthy mouth” was a broader term that elicited
several definitions. Along with condensing terms, I removed nine terms that were named by only
one person. Those terms were: toys, kids, assistant, fluoride rinse, bone death, thrush, premature
birth, crowns, and bridges.
3.6.4

Pile Sorting: Phase Two
Forty-four participants were interviewed during phase two of this research. Pile sorts

provided “a simple, compelling method for collecting data about what-goes-with-what” (Bernard
2006); pile sorts are used to explore the domain. Pile sorting is a standard component of cultural
consensus analysis. Pile sorting allowed for greater understanding of how participants associated
75

the terms spatially, how these terms might be associated with one another, and provided
information about how informants categorized the importance of dental health.
Sixty-five terms were generated from the free-listing stage, they were written on three by
five notecards, randomized, and given to the participants completing the unconstrained pile sort
question. For each pile sorting interview, I handed the participant the stack of index cards, then I
asked them to place the cards in as many piles as they wanted for any reason that they felt was
important. Then I asked the participant what each pile represented. I recorded their responses to
the piles and bundled each pile accordingly. I then went on with the rest of the interview.
The pile sort was analyzed for cultural consensus and competence scores (Borgatti 1993).
In order to examine the cultural domain of dental health, multidimensional scaling (MDS) was
analyzed in SPSS. MDS is used for analyzing large groups of terms into similar piles. The MDS
map is a 2D representation of the unconstrained pile sort of the entire sample. It is a cognitive
map of how the informants grouped the terms together. It is important to note the proximity of
the terms in the MDS map. Closeness or association can help explain how participants see the
model. The terms tightly grouped together were piled together more frequently by the
informants. The terms that are more spread out were grouped less often together by the
informants.
The terms were further analyzed in Anthropac for agglomerative hierarchical clustering,
which indicated the aggregate groupings indicated by participants. Hierarchical clustering resulted in four groups of terms frequently sorted together by participants, these groups will be
discussed in chapter 5.
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3.6.5

Dichotomous Rating Tasks: Phase Two
Next, forty-four participants performed rating tasks. I had participants perform four

separate dichotomous rating tasks. Dichotomous ratings are an example of close ended scales, in
which the responses are fully restricted to the yes/no options provided. The 64 terms generated
from free listing were written on notecards. Four separate stacks of 64 notecards were used for
the rating tasks. The cards were randomized and given to each participant. I handed participants
four separate stacks of index cards, then I asked them to sort each stack of terms into two piles.
Participants sorted four separate identical stacks of index cards into the following piles:
1. One pile of terms that has to do with oral health prevention and one pile of terms that
does not have to do with oral health prevention.
2. One pile of terms that has to do with oral health and one pile of terms that does not have
to do with oral health.
3. Please sort this pile of terms into two piles. One pile of terms that has to do with a healthy
oral appearance and one pile that has to do with an unhealthy oral appearance.
4. Please sort this pile of terms into two piles. One pile of terms that has to do with a
pretty/beautiful oral appearance and one pile that does not have to do with a
pretty/beautiful oral appearance.
I bundled each pile and labeled them according to the dichotomous piles that were
created by each participant. I then went on with the rest of the interview and recorded the piles
for data analysis. The piles were analyzed in SPSS for consensus. Dressler (2005) states that
“Agreement between any pair of individuals can be shown mathematically to be the result of
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their individual competencies. The agreement between any group of individuals can be shown
mathematically to be the result of their individual competencies.”
The piles were analyzed in SPSS for consensus. Individual competence scores is a
measure of how well the informants know the cultural model. The rating tasks provided from the
rating task data and they were coded into SPSS to test for correlation with other factors and
explore what may or may not influence competency of the model.
3.6.6

Yes/No Questions
Sixty participants were interviewed during yes/no questions. Participants were asked to

rate 24 yes/no questions (Appendix C). These questions are vital towards this research because
they provide a clear distinction of respondent’s experiences and opinions. Results from yes/no
questions were analyzed for percentage agreement. Percent agreement is calculated to discover
the level of agreement between informants (McLeod 2008). The responses were put into a table
in Microsoft Excel where (yes/no) was converted into (1/0). For each question, the totals for yes
(1) were calculated, the total of agreement was then divided by the total number of participants
and then multiplied by 100. This calculation provided the per- centage of agreement for each
yes/no question.
3.6.7

Likert Scales
Sixty participants were interviewed Likert Scales. Participants were asked to rate 19

Likert Scale questions (Appendix C). These questions are vital towards this research because
they measured attitudes and opinions of informants. Likert (1932) developed the principle of
measuring attitudes by asking people to respond to a series of statements about a topic, in terms
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of the extent to which they agree with them. Likert scales measure the frequency of the attitudes
and opinions of the respondents, by offering respondents a scale of 5 pre-coded responses, which
are used to allow individuals to express how much they agree or disagree with a particular
statement (Bowling 1997; Burns and Grove 1997). Likert scales do not measure simple yes or no
answers from the respondents, but rather allow for degrees of opinion to be expressed and
analyzed (McLeod 2008).
Likert scales were first evaluated for percent agreement. Then the mode was calculated
by identifying the most common or frequent occurrence of one of the five pre-coded scale
responses for each question (Rouse 2019). A histogram graph was created for each Likert Scale
category. The histogram was used to illustrate how often each different value in a set of data
occurs. Histograms illustrate the frequency distribution of the answers that the respondent
provided during interviews (Histogram Analysis 2019). Finally, the modes were also calculated
for all closed-rating scales. The modes were calculated to describe the central tendency of a data
set. The central tendency describes the average of each question of the entire set with a single
value.
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CHAPTER IV
DEMOGRAPHIC DATA EXPLORED
This chapter explored the demographic data of the 60 participants interviewed.
Demographic data was collected during each interview, the demographic data is presented in
Table 4.1. Demographic data for all participants was coded in SPSS. During interviews, all
participants (N=60) were asked to self-report the same demographic questions. These included:
age, gender, relationship status, ethnicity, education level, and the number of children living at
home. The demographic data is presented separately for those who completed free-listing, pile
sorting/rating tasks, and yes/no questions/Likert Scales. Demographic data is important because
it describes the characteristics of the population.
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Table 4.1

Continuous Data by Interview Type with Mean and Standard Deviation
Unconstrained Pile

Free-lists (n=16)
Variable

Sorts and

Yes/No Questions

Dichotomous

and Likert Scales

Rating Tasks

(n=60)

Total (N=60)

(n=44)
SD

SD

Mean

Mean

SD
Mean

(Range)

(Range)

SD
Mean

(Range)

(Range)

Age (years)

49

17

35

13

39

16

39

16

Children

0.88

0.11

0.61

0.49

0.68

0.47

0.68

0.47

25

50

50

52

50

52

50

33

75

43

78

41

78

41

48

32

47

33

47

33

47

Children with
Dental Insurance 56
(%)
Interviewee has
Health Insurance 88
(%)
Interviewee has
Dental Health

23

Insurance (%)
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The average age of participants overall was 39 and ranged from 18 to 85 years old. The
average age of participants for the free listing interviews was 49 and ranged from 26 to 85 years
old. The average age of participants for the rating tasks and pile sorts was 35 years old and
ranged from 18 to 68 years old. The average age of participants overall was 39 years old and
ranged from 18 to 85 years old. The free-listing data has a higher average age because of an
outlier, I only had one participant that was 85 at the time of the interviews. The average number
of children, who had dental insurance was consistent across all categories. Around half of my
participants had children with dental insurance. Eighty-eight percent of participants interviewed
during free-lists reported having health insurance, while 23 percent of adults being interviewed
during free-lists reported having dental insurance. Seventy-five percent of participants
interviewed during rating tasks and pile sorts reported having health insurance, and 32 percent of
adults reported having dental health insurance. Overall 78 percent of participants reported having
health insurance. On the other hand, overall only 33 percent of participants reported having
dental insurance.
Categorical demographic variables are presented in Table 4.2 including gender, ethnicity,
education level, whether or not the participant receives a yearly dental cleaning, and whether or
not they believe a healthy mouth is important. Table 4.2 presents the categorical data for all
participants (n=60). The sample is 68 percent weighted towards women; 32 percent of the
sample was men. The sample was also dominated by white participants (62 percent). The other
half of participants was split amongst Hispanics (15 percent), African Americans (18 percent),
and Asians (5 percent). All subjects reported being employed (100 percent). A quarter of the
participants had a high school diploma or GED (25 percent), and 3 percent had no high school
diploma or GED. However, other participants reported completing at least some college (33
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percent), had an Associate’s degree (15 percent), Bachelor’s degree (12 percent), or Master’s
degree and higher (12 percent).
Table 4.2

Categorical Demographic Data by Interview Type and Total Sample

FreeVariable

Yes/No

Pile Sorts and

Questions

Total in
Total

lists

Category

Unconstrained

Dichotomous

and Likert

Percent
(N=60)

(n=16)

Rating Tasks

Scales

(n=44)

(n=60)

(N=100%)

White

11

26

37

37

62

African American

1

10

11

11

18

Asian

1

2

3

3

5

Hispanic

3

6

9

9

15

Female

10

31

41

41

68

Male

6

13

19

19

32

<GED/HS Diploma

1

1

2

2

3

GED/HS Diploma

3

12

15

15

25

Education Some College

5

15

20

20

33

Level

AA/AS/Tech Degree

1

8

9

9

15

BA/BS

2

5

7

7

12

MA/PhD/MD/Doctorate 4

3

7

7

12

Ethnicity

Gender
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Table 4.2 (continued)
Yearly

Yes

12

34

46

46

77

No

4

10

14

14

23

Yes

16

44

60

60

100

No

0

0

0

0

0

Dental
Cleaning
Healthy
Mouth
Important

Seventy eight percent of participants have health insurance, while 22 percent have no
health insurance, and 48 percent of informants have health insurance but do not have dental
insurance. These statistics are listed in Table 4.3. They find themselves in a predicament where
they had to choose between dental insurance and health insurance. Simply because they do not
make enough money to afford both health and dental insurance. A few informants expressed that
they felt their overall body (health insurance) was more important than just their mouth (dental
insurance). They felt it was riskier to not have health insurance than dental insurance. Therefore,
they chose to not purchase dental health insurance for themselves.
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Table 4.3

Statistics on Dental Insurance and Health Insurance

Variable

Percent (%)

Employed participants.

100

Participants that have health insurance.

78

Participants with children that have dental insurance.

52

Participants that have health insurance but no dental insurance.

48

Participants that have dental insurance.

30

Participants that have both dental and health insurance.

30

Participants that have no dental insurance and no health insurance.

22

In contrast, 30 percent of informants have both dental and health insurance, and 30 percent have dental insurance. While I spoke with one participant about dental health insurance,
they expressed that they would like to buy dental insurance but could not afford the premiums,
deductibles, and co-pays. The informant added, “Why should I try and pay all of those high
premiums when I can’t afford it? I might as well try and pay cash price for procedures and
appointments. The cash price on procedures is just as high as the premiums.” It seems that the
cost of insurance and the out of pocket costs for dental treatments deter people from seeking
treatment more than any other obstacle (fear and mouth pain).
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CHAPTER V
A CULTURAL MODEL OF DENTAL HEALTH IN GAINESVILLE, FL
5.1

Introduction
This chapter explored the variation in knowledge that exists about dental health among

residents in Gainesville, FL. The chapter discusses free-listing results, pile sorting results, and
dichotomous rating tasks. The combination of a condensed sample and specific dimensions of
research made it more efficient to explore the oral care cultural models of the overall population.
The dimensions helped me determine if the educational levels of the participants affected their
beliefs about dental health and their utilization of dental health prevention services. The
dimensions also helped me to hone-in-on the relationship between beauty and oral heath, more
specially examine the cultural domain for a consensus on the importance of beauty in our society
and explore the societal obsession with a perfect smile.
5.2

Free-listing Results
Sixteen participants completed free-listing interviews. These interviews consisted of

observation, informal conversations, and free-listing questions which resulted in 189 terms (see
Table 5.1). Since a large number of terms were generated from the 16 respondents, the list was
condensed down to 64 terms (see Table 5.2). Sixty-four terms were chosen to be used for pile
sorting and rating tasks. Those terms were mentioned by 6.25 percent or greater by the
participants. Four terms were mentioned by all 16 participants. Those terms were: brush teeth,
floss, visit dentist, and healthy. Fifteen terms were mentioned by at least 50 percent of
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participants, and 35 terms were listed by at least 25 percent of the participants. These terms were
used for pile sorting interviews. Free-listing is the first step towards defining the cultural domain.
Pile sorting results are discussed next.
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Table 5.1
Comfortable

Gapped teeth

Free-listing Terms and Phrases

Apprehensive
Good oral
hygiene

Good aesthetics

Good function

Missing Teeth

Pain

Plaque

Tooth brush

Teeth

There to help with oral

Teeth cleaned

health

Pain free

Take care of teeth

Unnecessary

Unappreciated doctor

appearance

Too concerned with

Pretty

Pretty face

Movie star

Mouth wash

Makes me feel
good

Meth mouth

Positive

Grinding teeth

Good looking

Nice teeth

Clean

Perfect Teeth
Good bone
structure

No food in teeth Perfection

Good oral health Not important

Decay

Clean gums

Chipped teeth

appearance

personal

Concerned with

Clean teeth

Access to care Calcium

Afraid

At ease

Appearance
Able to eat
freely
Archaic tools

Anxious
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Table 5.1 (continued)
Brush teeth

Black teeth

Bad gums

Braces
Black
cavities

Bad breath

Breath smells
good
Beauty

Drills

Dental exams

Good breath

Good well being

No plaque
Not taking care
of it

Good mastication No bleeding

Professional

Visit Dentist

Wealthy

Pain to do daily Visit Dentist twice a year

pink healthy

White teeth

Dentist

No teeth

gums
Good inclusion

Pretty people

Drink water

X-ray once a year

Relaxed

after eating

Rinse mouth

risks of diabetes

Reduction of

No broken teeth Receptionist

No smoking

No cavities

Yellow teeth

Youth

Great idea

Happy

Healthy heart

Health insurance No discomfort

Dip Tobacco

Discolor

Decay

Dread
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Helpful people
No sugar foods

Not flossing

Routine checkup

Red puffy gums

Table 5.1 (continued)
Black color
Healthier
No acidic foods Spit

Eat Healthy

Broken teeth Excited
Hygienist

Smelly breath

Excited to see

body

then goes to the

the mouth first

Everything enters

Educated

Nuisance

Brush three

Build up

Blood

Happiness

Secure

Healthy mouth

Healthy

Nice smile

Nervous

results and fix the Helpful
issue.

Fresh

Fixing peoples
straight teeth

Status

Not brushing

times a day

Cold sores

Cavities
teeth
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Table 5.1 (continued)
Chipped
Follow directions

Having all your
teeth
Fluoride toothpaste Insurance

teeth
Comfort

what proper

people know

I don’t think most

Important

Floss

Functional

Content

Confidence

preventive care

No junk food

Nicotine stains

Not necessity

No rotten teeth

Successful Person

Smoking

Smell of office

singers

swelling

is.

Joy

Obligation

No halitosis
Fresh Smell

Kids

Shy

Success

Costly

Fixing cavities

Prestige

necessary
Cavity free

Less pain

Cannot eat
Fear
food
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Good general

Table 5.1 (continued)
Caring
health

Good feelings

Good dental health

people

Checks for
gum disease

Calm

Laughing gas

Many
connections with
mouth and overall
health
Money

Problem free

Swollen tongue

Permanent teeth Strong teeth

Possible anxiety Someone that takes care of their teeth
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Table 5.2

64 Terms and Their Frequencies (%)
Frequency

Terms

Frequency %

Frequency

Terms

Terms
%

Cannot Eat Food

6.25

%

Apprehensive

18.75

Broken Teeth

43.75

Chronic Drug Use 6.25

Blood

18.75

Cavities

43.75

Dread

6.25

Crooked Teeth

18.75

Discolor

43.75

Dry Mouth

6.25

Dentist

18.75

Missing Teeth

43.75

Eat Healthy

6.25

Fixing Teeth

18.75

No Cavities

43.75

Educated

6.25

Health Insurance 18.75

White Teeth

43.75

Hygienist

6.25

Tooth Brush

18.75

Pink Healthy Gums 50

Infection

6.25

Challenging

25

Healthy Heart

Inflammation

6.25

Decay

25

X-Ray Once A Year 50

No Acidic Foods

6.25

No Junk Food

25

Fear

56.25

6.25

No Rotten Teeth 25

Bad Breath

62.5

50

Not Brushing
Teeth
Having All Your
Reduce Diabetes

6.25

Stress

25

62.5
Teeth

Calcium

12.5

High Status

31.25

Pain Free

62.5

Dental Insurance

12.5

Mouth Wash

31.25

Wealthy

62.5

Dental Tools

12.5

Plaque

31.25

Pretty Smile

68.75
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Table 5.2 (continued)
Excited About
12.5

Expensive

37.5

Overall Health

75

37.5

Confidence

93.75

Nervous

37.5

Brush Teeth

100

Not Flossing Teeth 12.5

Pain

37.5

Floss

100

Successful

12.5

Relaxed

37.5

Visit Dentist

100

18.75

Straight Teeth

37.5

Healthy

100

Results
Fluoride

Follow Dental
12.5

Toothpaste
No Tobacco Use

Directions
12.5

Ability to Eat
Anything
5.3

Pile Sorting Results
Forty-four interviews were used to explore the cultural domain of dental health in

Gainesville, Fl. Qualitative information gained from these interviews helped define the domain
and define what dental health means in the lives of the participants. Pile sorting results were used
to develop and explore the cultural domain.
Multidimensional scaling (MDS) in SPSS was used to map the unconstrained pile sorting
results. MDS is used for analyzing large groups of terms into a number of groups such that data
points in the same groups are more similar to other data points in the same group than those in
other groups. In simple words, the aim is to segregate groups with similar traits and assign them
into clusters (Kaushik 2016). MDS presented a two-dimensional geometrical representation of
the similarities and differences between culturally relevant elements based on how these were
sorted into piles (Bennardo and De Munk 2014).
94

The analysis presented a stress factor that indicated how closely the map represents the
original data. The MDS analysis resulted in a stress factor of 0.085, the closer the stress factor is
to zero, the better the MDS map represents the original groupings created by the participants
(Peladeau et al. 2017). The analysis resulted in four groups that are indicated by multicolored
circles in Figure 5.1. Each circle represents a different group. The groups are: 1) Dental Health
(purple), 2) Feelings Towards Dental Treatment (yellow), 3) Who Can Afford Dental Treatment
(green), and 4) Symptoms of Poor Dental Health (red). The groups were named according to
what type of terms encompassed them. Elements that were sorted together into piles more often
are mapped closely to one another. Conversely, terms that were rarely sorted together are
mapped farther apart.
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Figure 5.1

Multidimensional Scaling of Terms in Cultural Model of Dental Health
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Table 5.3

List of Groups from Hierarchical Clustering
Who Can Afford

Feelings Towards

Symptoms of Poor

Dental Treatment

Dental Treatment

Dental Health

Educated

Apprehensive

Bad Breath

Dental Health

Access to

Heart

Care

Healthy

Brushing

Hygienist

Expensive

Challenging

Blood

Calcium

Mouthwash

Status

Dread

Broken Teeth

Successful

Fear

Cannot Eat

Wealthy

Nervous

Cavities

Pain

Drug Use

Stress

Crooked Teeth

No Acidic
Confidence
Food
Dental
No Cavities
Insurance
No Junk
Dental Tools
Food
Dentist

No Bad Teeth
No Tobacco

Eat Anything

Decay
Use

Eat Healthy No Pain
Exciting

Discolor

Overall
Dry Mouth

Results

Health

Fix Teeth

Pink Gums

Infection

Floss

Pretty Smile

Inflammation
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Table 5.3 (continued)
Fluoride

Reduce Diabetes

Missing Teeth

Follow Doctors Orders

Relaxed

Not Brushing

Go to Dentist

Straight Teeth

Not Flossing

Have all Teeth

Toothbrush

Plaque

Health Insurance

White Teeth

Healthy

X-Rays Yearly

Anthropac was used to test the grouped terms for hierarchical clustering analysis.
Hierarchical clustering indicates the groupings that formed naturally by the participants through
pile sorting. Even though MDS and hierarchical clustering are used in concert and both use
similarity data, they are still separate analyses (Bennardo and De Munk 2014). The four groups
produced by MDS analysis were individually analyzed for clustering in Anthropac. Hierarchical
clustering analysis was run on each of the four groups. The analysis produced aggregate
groupings indicated by participants. Individual maps of the clustering and a list of terms that
encompassed each group are shown below. The terms are explained by the categories to which
they belong. A few terms need to be further addressed, thus leading to some of the terms in
hierarchical clustering not being near other terms within the MDS. For example; successful and
status were placed in one group in the hierarchical clustering (Dental Health - Figure 5.2), but it
was shown to be more similar to the terms in the Who Can Afford Dental Treatment group in the
MDS. A possible explanation for these discrepancies is the relatively openness of the terms
“successful” and “status.” Participants talked in various ways about the piles they placed
98

successful and status in including healthiness will bring these things, good teeth, good dental
habits, and wealthy. Successful and status were broad and applicable to many of the MDS and
hierarchical clustering groups. The hierarchical clustering groups will now be discussed. Table
5.3 presents the list of groups from hierarchical clustering.
The largest cluster (Dental Health) of terms, indicated by the purple circle, is the broad
category of Dental Health (Figure 5.2). It is composed of the terms that include heathy oral
characteristics and how a person experiences a healthy dental plan. Symptoms were defined by
participants as “healthy” and “good dental habits.” How a person mentally internalizes the
societal impact/pressures of dental health are also present, such as pretty smile, confidence,
fixing teeth, straight teeth, and white teeth.
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Figure 5.2

Dental Health Group

The second largest (Figure 5.3) group (Symptoms of Poor Dental Health), in the red
circle contains terms associated with the consequences of lacking dental healthcare or lacking
dental health insurance. Missing teeth, cavities, and infection were three of the terms most often
dis- cussed as the result of lacking dental healthcare insurance and therefore lacking preventive
dental maintenance. Participants were very open about their poor dental health symptoms. One
participant expressed her concerns about living daily with persistent and constant inflammation,
infection, and pain. This informant is just one example of a person living in such chronic pain
and has no means to receive treatment. Dental insurance is expensive and paying cash prices for
treatment is not within most people’s budgets. Another participant grouped these terms along
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with cost of dental healthcare and said, “I see these symptoms as a direct result of a lifestyle that
includes no dental health insurance and little access to dental healthcare.” Many participants
talked about these terms, sickness and suffering, as if they were the inevitable burden of those
without dental insurance, the direct result of a lifetime without affordable access to primary
dental healthcare. Evidence suggests they are not wrong.

Figure 5.3

Symptoms of Poor Dental Health
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The yellow circle group (Feelings Towards Dental Treatment) (Figure 5.4), contains
negative terms that people associate with preventive oral care and beliefs towards dental
treatments.

Figure 5.4

Feelings Towards Dental Treatments

These are great examples of feelings as to why people try to avoid yearly dental treatments.
Providers also see these as reasons for the patients’ lack of participation in their personal dental
healthcare. One of the medical professionals that was interviewed grouped together challenging,
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fear, and apprehensive. She explained that these terms represented “the patients’ reasons for
failing to be responsible about their own dental health.

Figure 5.5

Who Can Afford Dental Treatment

The green circle group (Who Can Afford Dental Treatment) (Figure 5.5), contains terms
that people associate with types of individuals; who can afford dental treatment. These are great
examples of terms that describe the upper status brackets of our society. Such as; educated, ex103

pensive, successful, wealthy, and status. Participants described these terms as being associated
with things like a healthy lifestyle, having good oral health, and being beautiful. One of the
participants grouped these terms together and explained that they represented “the things to come
to healthy individuals. A healthy life style will bring things like success, wealth and education.”
5.4

Rating Tasks
Forty-four participants were asked to rate terms on four separate dichotomous

dimensions. First, the overall terms of each dimension are discussed. Eigenvalue ratios, the
amount of variation explained, standard deviation for average competence, and the range of
individual competence scores are presented. Visual two-dimensional representations of the
domain are also presented for further analysis. It is important to have the two-dimensional
representation of the knowledge of participants’ so that the clusters of competence can be easily
distinguished along with a shared or not shared cultural model. The culturally correct answer key
for each dimension is presented. Lastly, the individual competence scores provided by the
analysis are tested for systematic variations within overall knowledge between lay and mental
health professionals. Consensus analysis results for each dimension are presented in Table 5.4.
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Table 5.4

Cultural Consensus Results for the Overall Model
Variability
Eigenvalue Mean

Standard Competence

Dimension

Respondent
Explained

Ration

Competence Deviation Range

Reliability
(%)

Oral Health
2.2

0.42

0.26

-0.2-0.86

63

0.90

4.3

0.46

0.43

-0.07-0.92

75

0.92

13

0.69

0.38

-0.9-0.93

89

0.98

13

0.68

0.35

-0.8-0.95

89

0.97

(3)
Oral Health
Prevention (4)
Healthy Oral
Appearance
(5)
Pretty/
Beautiful Oral
Appearance
(6)

The threshold for consensus is measured by an eigenvalue ration 3:1, meaning factor 1
explains more than three times the variation in knowledge then the second factor (Copeland
2011). The if the ratio is less than 3:1, the assumption of the one cultural domain is indefensible.
A ratio of 10:1 provides strong support for a one cultural domain. The existence of more than
one large eigenvalue provides support for consensus (Borgatti 1997).
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The threshold for consensus is measured by an eigenvalue ration 3:1, meaning factor 1
explains more than three times the variation in knowledge then the second factor (Copeland
2011). The if the ratio is less than 3:1, the assumption of the one cultural domain is indefensible.
A ratio of 10:1 provides strong support for a one cultural domain. The existence of more than
one large eigenvalue provides support for consensus (Borgatti 1997).

Figure 5.6

Oral Health

The first dimension analyzed was dental health; oral health group (Figure 5.6). The oral
health dimension included the following terms ability to eat anything, access to care, bad breath,
broken teeth, brush teeth, calcium, cannot eat food, cavities, chronic drug use, crooked teeth, decay, dental insurance, dental tools, dentist, discolor, dry mouth, eat healthy, fixing teeth, floss,
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fluoride toothpaste, follow dental directions, having all of your teeth, healthy, hygienist,
infection, inflammation, missing teeth, mouth wash, no acidic foods, no cavities, no junk food,
no rotten teeth, no tobacco use, not brushing teeth, not flossing teeth, overall health, pain, pain
free, pink healthy gums, plaque, pretty smile, straight teeth, tooth brush, visit dentist, white teeth,
and X-ray once a year.
For this dimension, the eigenvalue ratio of factor 1 to factor 2 was 2.2. The first factor,
shared cultural knowledge, explained 63 percent of the variability with factor 2 explaining an
additional 37 percent. The average competence was also low at 0.42 with a standard deviation of
0.26. Respondent reliability was 90 percent. Individual competence scores ranged from -0.2 to
0.86. The eigenvalue ratio and average competence do not meet the threshold to clearly present a
single, shared cultural model of what people should know and understand about oral health.
Experts in CCA have reported that a widely spread dimension or model typically has less
agreement and lower eigenvalues (personal communication, Dr. Toni Copeland 2016). The
competence scores for dental health were more widely spread out when compared to other
dimensions tested: healthy oral appearance and pretty/beautiful oral appearance. A possible
reason for the widely spread scatterplot was the manner in which participants interpreted the
rating task. When informants were asked to differentiate which terms were associated with oral
health, most of the sample included both indicators of good and bad oral health. They interpreted
the question as things that indicate both good and bad oral health.
The five people circled in Figure 5.6 stand out as outliers from the rest of the sample have
both low competence scores and high factor two scores relative to the rest of the sample. This
indicates that these five people answered and interpreted this rating task differently than the rest
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of the sample. The informants’ knowledge and interpretation of dental health was the cause of
the outliers in the above scatterplot. This group of five people interpreted the terms as those
things that indicated good or bad oral health. This small group of five people only included terms
associated with good oral health (e.g., flossing, fluoride toothpaste, having all of your teeth,
following dentists’ directions). They did not include indicators of bad oral health (e.g., bad
breath, broken teeth, cavities, and decay). It is important to note that these five respondents
agreed with the rest of the sample on indicators of good oral health. They just did not include
indicators of poor oral health in their responses. Again, this is likely due to the way that they
interpreted the question. They assumed that I was asking about good oral health, whereas the rest
of the respondents did not.
When those five outliers are removed from the analysis, consensus results change
significantly. The eigenvalue ratio of factor 1 to factor 2 was 6.0. The respondent reliability was
91 percent. The average competence was 0.46. The standard deviation was 0.25, and respondent
reliability was 92 percent. The results with these five participants removed support a single
shared cultural model.
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Figure 5.7

Oral Health Prevention

The second dimension assessed was oral health prevention (Figure 5.7). The oral health
prevention dimension included the following terms (ability to eat anything, access to care, brush
teeth, calcium, confidence, dental insurance, dental tools, dentist, eat healthy, educated, excited
about results, fixing teeth, floss, fluoride toothpaste, follow dental directions, having all your
teeth, health insurance, healthy, healthy heart, high status, hygienist, mouth wash, no acidic
foods, no cavities, no junk food, no rotten teeth, no tobacco use, overall health, pain free, pink
healthy gums, pretty smile, reduce diabetes, relaxed, straight teeth, successful, tooth brush, visit
dentist, wealthy, white teeth, and X-ray once a year). A two-dimensional representation of the
participants’ estimated knowledge is presented above in Figure 5.7. Consensus analysis results
for this dimension (Table 5.4), showed a factor 1 to factor 2 ratio of 4.3. Factor one explained 75
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percent of the variability. Average competence of participants was 0.46, a standard deviation of
0.43, a competence range of -0.07 to 0.92, and respondent reliability was 92 percent.

Figure 5.8

Healthy Oral Appearance

The third dimension assessed was healthy oral appearance (Figure 5.8). The healthy oral
appearance dimension included the following terms (ability to eat anything, access to care, brush
teeth, calcium, confidence, dental insurance, dental tools, dentist, eat healthy, educated, excited
about results, fixing teeth, floss, fluoride toothpaste, follow dental directions, having all your
teeth, health insurance, healthy, healthy heart, high status, hygienist, mouth wash, no acidic
foods, no cavities, no junk food, no rotten teeth, no tobacco use, overall health, pain free, pink
healthy gums, pretty smile, reduce diabetes, relaxed, straight teeth, successful, tooth brush, visit
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dentist, wealthy, white teeth, and X-ray once a year). The ratio of factor 1 to factor 2 was 13.0.
Factor one explained 89 percent of the variability within the sample. Average
competence of the dimension was 0.69, a standard deviation of 0.38, and a competence range of 0.9 to 0.93. The Respondent reliability was 98 percent. This data supports a single shared
cultural model of what participants believe a healthy oral appearance to be. A two-dimensional
representation of the participants’ estimated knowledge is presented in Figure 5.8. The cluster of
competence scores around the mean also supports the assertion that there is a single, shared
cultural model.
The three people circled in Figure 5.8 stand out as outliers from the rest of the sample
which is tightly clustered. Case IDs 31 and 47 both have low competence scores and high factor
two scores relative to the rest of the sample. This indicates that these two people answered and
interpreted this rating task differently than the rest of the sample. In contrast, case ID 48 has a
high competence score and low factor two score. In general, these three people know something
different than the rest of the sample. Their knowledge of a healthy oral appearance is different
from the rest of the sample.
Case IDs 31 and 47 included terms associated with healthy oral appearance (e.g., ability
to eat, access to care, brush teeth, confidence, dental insurance, dental tools, dentist, eat healthy,
educated, fixing teeth, floss, follow dental directions, health insurance, healthy, healthy heart,
high status, hygienist, no acidic foods, no cavities, no junk food, no tobacco use, overall health,
pain free, reduce diabetes, relaxed, successful, tooth brush, visit dentist, wealthy, and x-ray once
a year) in the unhealthy oral appearance category. This is likely due to the way that they
interpreted the question. It is important to note that these two informants agreed with the rest of
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the sample on the remaining indicators of a healthy oral appearance. They just did not include
the above list of good oral health indicators in their responses.
Next, the pretty/beautiful oral appearance dimension was analyzed. The pretty/beautiful
oral appearance dimension included the following terms (ability to eat anything, access to care,
brush teeth, calcium, confidence, dental insurance, dental tools, dentist, eat healthy, educated,
excited about results, expensive, fixing teeth, floss, fluoride toothpaste, follow dental directions,
having all your teeth, health insurance, healthy, healthy heart, high status, hygienist, mouth wash,
no acidic foods, no cavities, no junk food, no rotten teeth, no tobacco use, overall health, pain
free, pink healthy gums, pretty smile, reduce diabetes, relaxed, straight teeth, successful, tooth
brush, visit dentist, wealthy, white teeth, and X-ray once a year). The factor 1 to factor 2 ratio
was 13, with factor one explaining 89 percent of the variability within the sample. Average
competence was 0.68 with a standard deviation of 0.35 with a range of -0.8 to 0.95. The
Respondent reliability was 97 percent. This data supports a single shared cultural model of what
participants believe a pretty/beautiful oral appearance consists of. A two-dimensional
representation of the participants’ estimated knowledge is presented in Figure 5.9.
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Figure 5.9

Pretty/Beautiful Oral Appearance

This cultural model of pretty/beautiful appearance confirms that most people believe that
a beautiful smile is aesthetically pleasing and vital to obtaining success in life. The
pretty/beautiful oral appearance dimension displays a lot of variation and agreement. It is
important to note that Case IDs 31, 45, 46, and 52 all have low competence scores and high
factor 2 scores. All four of these people agree with each other on something different than the
rest of the sample. This is probably due to the way that they interpreted the question about this
domain. It is interesting that 31 stood out in the last three dimensions discussed in this chapter.
This person is most likely interpreting these rating tasks differently than the rest of the
population. Also, case IDs 54, 55, and 56 display a lot of variation and are quite separate from
the rest of the sample. Lastly, the weighted correct answer key results for all four dimensions can
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be seen in Table 5.5. Each rating task was dichotomous, yes or no. Table 5.5 presents the data in
this way. Yes, indicates that the term is important and is therefore, part of the cultural model of
oral health and appearance. It is important to note that the following terms are not included in the
model for any dimension (stress, nervous, fear, dread, challenging, blood, and apprehension).
This provides more evidence to support that the hypothesis on dentophobia is indeed false. Fear
of the dental office is not the reason why people are suffering from poor dental health.
Table 5.5

Weighted Correct Answer Key
Terms

Prevention Oral
Health

Ability to Eat

Healthy

Pretty /

Appearance Beautiful
√

√

√

√

√

√

Anything
Access to Care

√

√

Apprehensive
Bad Breath

√

Blood
Broken Teeth

√

Brush Teeth

√

√

√

√

Calcium

√

√

√

√

3
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Table 5.5 (continued)
Cannot Eat
√
Food
Cavities

√

Challenging
Chronic Drug
√
Use
Confidence

√

√

Crooked Teeth

√

Decay

√

Dental

√

√
√

√

√

Dental Tools

√

√

√

√

Dentist

√

√

√

√

√

√

√

√

Insurance

Discolor

√

Dread
Dry Mouth

√

Eat Healthy

√

Educated

√

√
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Table 5.5 (continued)
Excited About

√
√

√

Results
Expensive

√

Fear
Fixing Teeth

√

√

√

√

Floss

√

√

√

√

Fluoride

√
√

√

√

√

√

Toothpaste
Follow Dental

√
√

Directions
Having All

√
√

√

√

Your Teeth
Health

√
√

√

Insurance
Healthy

√

Healthy Heart

√

√

√

√

√

√

High Status

√

√

√

Hygienist

√

√

√

√
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Table 5.5 (continued)
Infection

√

Inflammation

√

Missing Teeth

√

Mouth Wash

√

√

√

√

Nervous
No Acidic

√
√

√

√

No Cavities

√

√

√

√

No Junk Food

√

√

√

√

√

√

Foods

No Rotten

√
√

Teeth
No Tobacco

√
√

√

√

Use
Not Brushing
√
Teeth
Not Flossing
√
Teeth
Overall Health

√

√

√
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√

Table 5.5 (continued)
Pain
Pain Free

√
√

√

√

Pink Healthy

√

√
√

√

√

Gums
Plaque
Pretty Smile

√
√

√

√

Reduce

√

√
√

√

Diabetes
Relaxed

√

Straight Teeth

√

√

√

√

√

√

√

√

Stress
Successful

√

Tooth Brush

√

√

√

√

Visit Dentist

√

√

√

√

Wealthy

√

√

√

White Teeth

√

√

√

√

X-Ray Once A

√
√

√

√

Year
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The prevention, healthy appearance, and pretty/beautiful models are identical with the
exception of the pretty/beautiful model which included one more term (expensive) than the other
two models. It was interesting to find that these three models are almost identical. It is most
likely due to the interpretation of what beauty and healthy mean to the sample. There seems to be
an overlapping on the interpretation of the meaning between the two. Pretty and beautiful means
healthy, essentially beauty equals healthy.
5.5

Conclusion
This chapter presented an assessment and exploration of four cultural dimensions of

dental health in Gainesville, FL: 1) things to understand about oral heath prevention, 2) oral
health, 3) what a healthy oral appearance consists of, and 4) the things that make a
pretty/beautiful oral appearance. Only two of the four dimensions met the standard requirements:
healthy oral appearance and pretty/beautiful oral appearance. Two of the cultural dimensions
(pretty/beautiful oral appearance and healthy oral appearance) analyzed for cultural consensus
proved to have a shared model of knowledge. The other two dimensions, —, oral health and oral
health prevention—, are contested dimensions as they did not meet the standard for consensus.
Dimensions can be con- tested when knowledge is not widely shared or there may be multiple
competing groups within it. A possible explanation for this was the interpretation of the
questions asked to participants during the dichotomous rating tasks (Appendix B). There can be
greater variability and lower consensus results when the interview question is broad and not
focused on singular topics like just causes or just treatments.
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CHAPTER VI
YES/NO QUESTIONS AND LIKERT SCALE QUESTIONS
Sixty participants participated in the yes/no questions and Likert Scale questions
regarding to one’s feelings, knowledge, and fears about dental health. Yes/no questions and
Likert scales are examples of close ended scales, in which the responses are fully restricted to the
options provided. Likert Scales asked the respondents to look at individual statements and then
rank each statement according to the degree to which they agree (yes, no, never, hardly ever,
occasionally, fairly often, and very often) (Bennardo and De Munk 2014).
6.1

Yes/No Questions
Yes/no questions used in this research had discrete dichotomous variables for

respondents to choose from. The 24 questions displayed below between Table 6.1 and 6.2
display yes/no questions and their corresponding percentages. Twelve out of 24 questions had 55
percent or higher percent in agreement with the corresponding questions. One hundred percent of
individuals believe that a healthy mouth is important, 98 percent of informants believe that
preventive services are important, and 98 percent believe that the appearance of their teeth is
important. Eighty percent of informants agreed that a healthy or unhealthy oral status affects
your overall health. Another 77 percent of informants agreed that having dental insurance is
important, and 55 percent of informants agreed that they would alter their smiles with cosmetic
dentistry if they had the extra disposable income and/or some form of dental insurance. Table 6.2
displays dichotomous scales focusing specifically on aesthetics, 83 percent agreed that if they
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were an employer conducting interviews for an open position, the overall appearance of a
potential employee would affect whether or not they get the job. The rest of the results are listed
in both Tables 6.1 and 6.2.
Table 6.1

Yes/No Questions on Dental Health
Percent
General Questions
Agree (%)

Is a healthy mouth important to you?

100

Are preventive services (visiting a dentist office for cleanings, brushing teeth, and
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having adequate tools to take care of teeth at home) important to you?
Does a healthy or unhealthy oral status affect your overall health?

80

Is having dental insurance important to you?

72

Have your child(ren) learned about oral care at school? *47% of the people

39

interviewed had children. 39% of that 47% said yes to this question.*
Do you feel at risk for oral health issues (gum disease, tooth decay, cavities, etc.)? 33
Has your diet ever been affected because of problems with your teeth or mouth?

27

Have you ever had trouble speaking because of problems with your mouth or
23
teeth?
Have you ever been totally unable to function because of problems with your
2
mouth or teeth?
Are you scared of the dental office?

10
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Table 6.2

Yes/No Questions on Aesthetics
Percent
Aesthetic Questions
Agree (%)

If you have children, do you worry about the appearance of their teeth?
*47% of the people interviewed had children. 100% of that 47% said yes to this

100

question.*
Is the appearance of your teeth important to you?

98

If you were an employer conducting interviews for an open position. Would the
83
overall appearance of a potential employee effect whether or not they get the job?
Do you feel as if chipped, gapped, or stained teeth negatively affect your life?

60

If you were an employer conducting interviews for an open position. Would the oral
60
appearance of a person affect their chances of getting a job?
Do you feel as if your oral health appearance compromises your quality of life
(obtaining work, talking with people, feeling confident in yourself, and restricts

58

social contact and inti- mate relationships)?
If you could alter your smile with cosmetic dentistry, would you?

55

Have you ever felt self-conscious because of your teeth or mouth?

52

Are bleaching treatments and/or other cosmetic treatments important to you?

43

Have you ever been embarrassed because of problems with your teeth or mouth?

42

Do you feel embarrassed by the appearance of your teeth?

32
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Table 6.2 (continued)
Do you believe the appearance of your teeth keep you from interacting in social settings?

28

Do you feel pressured to bleach or correct your teeth for aesthetic purposes?

27

Have you ever felt that life in general was less satisfying because of your teeth or mouth?

17

6.2

Likert Scales
Likert scale questions and their corresponding response percentages are discussed below.

I chose to use Likert scales because they are another way to measure the informants' opinions
about dental health. Simply, Likert scales measure the levels of agreement and disagreement of a
populations attitude and opinions towards dental health. Each set of scalar questions are
separated by type, for example; “Scale Questions on Fear,” and “Scale Questions on Pain.” Each
set of scalar questions also had a different scale. For example, the questions on pain had a scale
that started at (0 - never) to (4 - very often).
Table 6.3

Standard Deviation and Mean of Likert Scales
Mode
Question

SD

Mean
(%)

How scared are you of the dental office and dental procedures?

1.09

0.78

62

How knowledgeable would you say you are about dental health?

0.99

2.73

38

How knowledgeable would you say you are about personal oral care?

0.95

2.95

38

0.94

0.64

63

How often is your sense of taste affected because of problems with your
teeth or mouth?
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Table 6.3 (continued)
How often do you have painful aching in your mouth?

1.20

1.10

43

1.25

0.93

55

0.99

0.73

58

1.01

0.63

63

0.98

0.56

68

1.17

2.41

37

1.36

1.64

28

1.40

1.07

53

1.48

1.08

56

1.45

1.90

23

1.24

1.19

45

1.50

1.80

26

How often do you have trouble eating foods because of problems with
your teeth or mouth?
How often do you find it difficult to relax because of problems with your
teeth or mouth?
Have often have you been irritable with other people because of the
problems with your teeth or mouth?
How often do you find it difficult to do your usual jobs because of
problems with your teeth or mouth?
Would you say that the health of your teeth, lips, jaws, and mouth is...?
How much does the condition of your teeth, lips, jaws, and mouth affect
your life overall?
If you went to your dentist for treatment tomorrow, how would you feel?
If you were sitting in the waiting room of a dental office, how would you
feel?
If you were about to have a tooth drilled, how would you feel?
If you were about to have your teeth scaled and polished, how would you
feel?
If you were about to have a local anesthetic injection in your gums, or
above and upper back tooth, how would you feel?
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Table 6.3 (continued)
How often have you felt tense because of problems with your mouth or
1.00

1.14

37

1.07

1.80

42

1.00

2.75

35

teeth?
If you were an employer how likely would it be that you would hire a
person with excessive amounts of gum showing in their mouth, or have
crooked, gapped, or stained teeth?
How knowledgeable would you say you are about preventive dental
services?

Table 6.3 displays the Likert Scale questions and their corresponding Mean and Standard
Deviation. Ten of the questions had standard deviation’s (SD) higher than the mean, a larger SD
means that there was variation in the answers and the data was spread out. Nine of the questions
had a SD that was lower than the mean, a small SD indicates that most of the responses were
very similar and varied little from the average. The answers to the scalar questions varied little
among the population that was studied. Means and standard deviations were explored to find any
variations in the participant group along with the percentages of closed rating scales. In total
there was a mean of 0.78 and a standard deviation of 0.41 for those who have health insurance
versus a mean of 0.33 and a standard deviation of 0.47 for those who have dental insurance. The
standard deviations had low variation and the means varied greatly. More participants had health
insurance (0.78) than dental health insurance (0.33). Each response was used to create a scale of
dental health knowledge that will be discussed further.
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Tables 6.4 through 6.9 display the percentages of agreement and disagreement for the
Likert Scale questions. Figures 6.1 through 6.5 present a histogram for each Likert Scale
category. These graphs display the frequency of responses for each Likert Scale questions, the
graphs also provide us with a visual representation of the mode (the response that occurs the
most in each question) for each rating question. Each table and histogram represent a different
category of questions. Table 6.4 and Figure 6.1 start off with general scale questions about dental
health.
Table 6.4 displays the general scale questions. Sixty two percent of the respondents
agreed that they are not scared of the dentist office, and 15 percent of respondents felt that the
condition of their teeth, lips, mouth, and jaw did affect their overall life. Figure 6.1 displays a
histogram the blue bars correspond to question one in Table 6.4 and the green bar corresponds to
question two in Table 6.4. The histogram also displays the mode for each question. In Figure 6.0,
the mode for question one was “Not (0).” More than half of the participants individually expressed that they were not scared of the dental office or of dental procedures. The mode for
question two was “Not (0).” Twenty eight percent of the respondents expressed that they did not
believe that their oral health status affected their overall life.
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Table 6.4

Likert Scale Percentages (%)
Not Little Somewhat

Above

Very

General Scale Questions
(0)

(1)

(2)

Average (3)

(4)

62

10

20

6

2

28

17

23

17

15

1. How scared are you of the dental office and
dental procedures?
2. How much does the condition of your teeth,
lips, jaws, and mouth affect your life overall?

Figure 6.1

General Likert Scale Questions
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Table 6.5 exhibits the scale questions on pain. Sixty three percent of the respondents
agreed that their sense of taste has never been affected because of problems with their teeth or
mouth, 63 percent of respondents felt that they would never get irritable with other people because of problems with their teeth or mouth. Figure 6.2 exhibits a histogram; the histogram
displays the frequency of answers and the mode for each question on oral pain. In Figure 6.2, the
mode for question one was “Never (0).” The rest of the modes and frequencies are displayed in
Figure 6.2.

Figure 6.2

Likert Scale Questions on Pain
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Table 6.5

Likert Scale Percentages (%)
Scale Questions on Pain

1. How often is your sense of taste affected
because of problems with your teeth or mouth?
2. How often do you have painful aching in your
mouth?

3. How often do you have trouble eating foods
because of problems with your teeth or mouth?

4. How often do you find it difficult to relax
because of problems with your teeth or mouth?

58

55

43

63

(0)

Never

18

15

22

15

Ever (1)

Hardly

18

15

17

17

(2)

Occasionally

3

10

15

5

Often (3)

Fairly

2

5

3

0

(4)

Very Often
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Table 6.5 (continued)
5. Have often have you been irritable with other
people because of the problems with your teeth
or mouth?
6. How often do you find it difficult to do your
usual jobs because of problems with your teeth or
mouth?

7. How often have you felt tense because of

Likert Scale Percentages (%)

problems with your mouth or teeth?

Table 6.6

Scale Questions on Health

68

63

37

13

15

22

10

15

8

5

5

3

3

2

(0)

8

(1)

28

(2)

37

(3)

17

(4)

Good Very Good Excellent

10

Very Poor Poor

30

1. Would you say that the health of your teeth, lips,
jaws, and mouth is...?
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Table 6.6 displays the scale question on health. Thirty seven percent of the respondents
believed that the health of their teeth, lips, jaws, and mouth is “Very good (3).” Figure 6.3
exhibits a histogram.

Figure 6.3

Likert Scale Questions on Health

The histogram also displays the mode for the question. In Figure 6.3, the mode for
question one was “Very good (3).”
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Table 6.7 displays the scale questions on knowledge. Thirty eight percent agreed that
they were knowledgeable about dental health, and 38 percent of respondents felt that they were
knowledgeable about personal oral care. Figure 6.4 exhibits a histogram of the data presented in
table 6.7. The histogram also displays the mode for each question.
Table 6.7

Likert Scale Percentages (%)
None Little Somewhat

Above

Very

Scale Questions on Knowledge
(0)

(1)

(2)

Average (3)

(4)

2

10

25

38

25

2

5

22

38

33

3

6

30

35

25

1. How knowledgeable would you say you
are about dental health?
2. How knowledgeable would you say you
are about personal oral care?
3. How knowledgeable would you say you
are about preventive dental services?
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Figure 6.4

Likert Scale Questions on Knowledge
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Table 6.8

Likert Scale Percentages (%)

Scale Questions on Fear

Not

Slightly

Fairly

Very

Anxious Anxious Anxious Anxious

Extremely
Anxious (4)

(0)

(1)

(2)

(3)

1. If you went to your dentist for
treatment tomorrow, how would you
feel?

53

13

17

5

12

2. If you were sitting in the waiting
room of a dental office, how would
you feel?

56

10

13

6

13

3. If you were about to have a tooth
drilled, how would you feel?

22

23

17

17

22

4. If you were about to have your
teeth scaled and polished, how
would you feel?

45

17

17

20

2

5. If you were about to have a local
anesthetic injection in your gums, or
above and upper back tooth, how
would you feel?

26

22

17

13

22

Table 6.8 displays a closed rating scale on dental fear. Fifty six percent of participants
said they would not feel anxious if they were sitting in the waiting room of a dental office, 53
percent said they would not feel anxious if they were going to visit the dentist for treatment, and
45 percent said they would not feel anxious if they were sitting in a dental chair having their
teeth scaled and polished. Meanwhile, 20 percent of informants said that they would be very
anxious if they were about to have their teeth polished and scaled. One participant said, “I get
anxiety before I have a dental appointment. My dentist prescribes me an anxiety pill to take
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before I come in. I have very sensitive gums and my teeth hurt after every cleaning or procedure.
I don’t like going into the dental office because of the pain.” Figure 6.5 displays the
corresponding histogram for the questions on fear. Most participants feel that they are not scared
of the dental office or dentist, however when asked about injections or tooth drilling the
responses are fairly even across the 5-point scale.

Figure 6.5

Likert Scale Questions on Fear
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Table 6.9

Likert Scale Percentages (%)
No
Very

Not Likely

Scale Questions on Appearance

Likely

Very

(3)

Likely (4)

Difference
Unlikely (0)

(1)
(2)

If you were an employer how likely
would it be that you would hire a
person with excessive amounts of
15%

22%

gum showing in their mouth, or
have crooked, gapped, or stained
teeth?
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25%

42%

15%

Figure 6.6

Likert Scale Question on Appearance

Table 6.9 displays the scale questions on appearance. Forty two percent agreed that, if
they were an employer, they would likely hire a person with excessive amounts of gum showing
in their mouth, or have crooked, gapped, or stained teeth. I found this outcome to be interesting
because I expected the percent agreement to be higher. Above in Table 6.6, 60 percent of
participants said that, if they were an employer, that the oral appearance of a person would affect
whether or not that person would get the job, Figure 6.6 exhibits a histogram of the data
presented in table 6.9. The histogram also displays the mode for the question.
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6.3

Conclusion
In conclusion, the dichotomous scales measured percent agreement for each of the 24

dichotomous questions and the 5-point Likert scales measured the frequency of agreement and
dis- agreement for each of the 19 scales that were asked to the informants. It was determined that
100 percent of informants agreed that a healthy mouth was important even in the absent of
insurance and funds, 98 percent believed that preventive services were important, 80 percent
believed that a healthy or unhealthy oral status affected your overall heath, and more than 50
percent of individuals said they were not scared of the dentist or dental procedures. The Likert
scales and dichotomous scales exhibit several points of agreement among the target population.
These points of agreement will be discussed later in-regards to the hypotheses being tested.
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CHAPTER VII
QUALITATIVE: THE LIVED EXPERIENCE
7.1

Introduction
This chapter provides an in depth look at the cultural model of dental health through the

participants’ voice. The participants in this chapter will explain their personal experiences with
dental health and describe how it has shaped their lives. Throughout my research, I met several
people (dentists, hygienists, assistants, office managers, patients, and people seeking dental
treatment) and we discussed frustrations about their personal experiences with the dental system,
ways in which the system could be improved upon, their personal experiences with living without dental insurance, and the options they faced when searching for dental care. Qualitative
interviews were used to understand how the working poor were accessing oral care and how they
were affording care, but it was also vital to understanding their experiences of perceptions about
oral healthcare, their personal oral health, and the negative effects of poor oral health. I
specifically asked about their personal opinions and experiences with dental insurance and dental
care. I asked: “Do you feel at risk for oral health issues (gum disease, tooth decay, cavities)?”
and more specifically, I asked, “Do you feel as if your oral health appearance compromises your
quality of life (obtaining work, talking with people, feeling confident in yourself, and restricts
social contact and intimate relationships)?” All interviewees were also asked about the obstacles
they face in obtaining dental health care. Specifically, “Do you have Dental Insurance?” and
“Are you scared of the dentist?” During every phase of interviewing participants were asked
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questions designed to elicit qualitative responses. These questions explored topics such as
delaying treatment and decision making. For example, questions asked participants, “How often
do you go to the dentist?” and “If you were an employer conducting interviews for an open
position. Would the oral appearance of a potential employee effect whether or not they get the
job?” Please see Appendix A and B for a complete interview guide that lists all of the questions
asked during interviews.
This chapter presents qualitative dental health knowledge as it is explored through
participants personal experiences. This discussion with informants repeatedly highlights two key
concepts during interviews (1) delaying treatment due to lack of funds/resources and (2) a desire
to change the system. This chapter also explores perspectives of Gainesville from different
positions within Gainesville’s dental healthcare structure: (1) a patient at a dental Office, (2) a
social worker, (3) a small business owner, (4) a climbing foreman. Afterwards, all participants
dental health knowledge is explored. The dental health knowledge is explored because the dental
health model is a learned cultural model filled with shared beliefs, behaviors, attitudes, and
opinions about dental health, dental insurance, and access to care. Ethnography allows the
researcher to explore the cultural model without having the culturally appropriate or correct
answers to the dental health crisis.
The most frequent concepts brought up during the interviews was delaying treatment and/
or not seeking treatment at all. One participant explained to me that she waited over a year to
seek treatment for a filling because she had no insurance and couldn’t afford the cash price. As a
result, she told me, “I ended up having to have my front right canine tooth removed because my
cavity was so infected. I couldn’t afford a root canal so I decided to have it pulled. Now I have a
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noticeable gap in the front of my mouth. It is embarrassing and I never open teeth smile because
of it. I would love to have an implant put it in. But the cost of an implant is way more than I can
afford.” Data collected during participant observation with patients and people seeking dental
care were added to the list of terms that I gathered during free-listing interviews. The terms that I
added to the free-listing data helped complete the domain and aided in creating a list of terms
that fit the dental health model well.
7.2

A Conversation at the Dental Office
One of the most poignant conversations I had during the course of research was with a

body modification specialist; Jake40. Jake was sitting in the dental office waiting to be seen for a
horrible toothache. He explained to me that he had missed three days of work due to excruciating
pain. Jake had no insurance and hadn't been to a dentist in years. “I have been in pain for days; I
couldn't take it anymore. Nothing has worked to ease my pain.” He had to make arrangements
ahead of time, to pay the dentist in cash to be treated. After cash down up front, a payment plan,
and a signed contract later he was able to be treated by the dentist.
Jake stated that he was 36 years old. Then proceeded telling me, “I have a career, but no
dental health insurance. My job does not provide any insurance and I don’t make enough to pay
for it myself. Where does that leave me? I went to a free clinic and was denied help because I
make too much money. Luckily, a friend of mine recommend this dentist to me. I understand the
importance of preventive health, and the risks of poor oral health. But I can’t afford to pay for

40

The names of the participants provided in the discussion are pseudonyms.
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regular treatments and preventive care. It’s frustrating and demeaning. I work on people’s
appearances all day. I modify their bodies in order to make them aesthetically pleasingly for each
client. However, I have gapped and stained teeth. I’m very self-conscious of the way I look. How
ironic is it that I modify bodies all day, but yet I can’t even afford to modify my teeth or simply
get treated for a toothache?” Jake continued to explain to me that he believes the system is unfair. “You have to either be dirt poor to get help or you have to be rich. There is no in between.
What happens to us in the middle? I feel like I’m forgotten.” Jake asked, “What is so wrong with
socialized medicine, like they offer in Europe? Then proceeded to say, “We all pay into the
system for the greater good that sounds like a good plan to me. I would like to be able to live a
mediocre life and not feel like I have no means of help. I’m not a dead beat, I have a job, I work
hard, I pay my taxes; but yet, I still have no means of getting dental health care.”
This conversation touches on two key concepts, delaying treatment and the need for
change in the healthcare system. The medical professionals are not unaware of the struggles that
people face in accessing dental treatment, specifically the working poor. Jake is frustrated
because he has no insurance and no disposable money that he can use to get proper dental
treatments. Because he falls into the gap where he makes too much money for governmental
assistance but makes too little to afford personal insurance for his personal health needs. It is
obvious to see the difficult “choices” the working poor are faced with when deciding to seek
treatment, e.g., paying for groceries or paying for a dental visit.
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7.3

Delaying Treatment, A Social Worker
Due to financial reasons, millions of Americans have to choose between dental healthcare

and everyday living expenses. A lot of people consider routine dental visits and exams to be that
of luxury, “nice to have” rather than a “must do.”
Through snowball sampling, I came in contact with a licensed social worker through
snowball sampling, “Sheri” is a 45-year-old woman, a mother, a small business owner with one
child. She doesn't have dental insurance because she cannot afford the monthly premium on top
of her insurance monthly premiums and normal monthly expenses. She explained to me that she
could only afford one insurance premium a month. Choosing between health insurance and
dental insurance is about practicality and priorities, people tend to get sick more than they get
tooth aches. “I can’t afford to pay for one health insurance and one dental insurance. I tend to get
sick more than I have tooth aches, so the health insurance is the obvious choice.” This mom of
one with a stable career can afford regular insurance but couldn't afford dental insurance. As a
result, Sheri was seeking care at a dental free clinic. She needed a dentist to fix her cracked
bridge. Because she doesn't have dental insurance, she is at risk of not being treated. “If they
refuse to treat me, I will have to continue to search for a dentist that will allow me to make
monthly payments towards my full bill. I need a lot of work and can’t afford to pay thousands of
dollars up front.”
7.4

A Small Business Owner
“Sally” is a 55-year-old, small business owner and stay at home mom. She runs a small

business and takes care of her family, but yet she can’t afford dental health insurance. She said,
“I have an appointment to get two of my teeth pulled. It is cheaper for me to have them pulled
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than fixed.” Due to the costs of dental care and the multiple appointments it takes to get
extensive work completed, Sally opted to have her teeth pulled rather than fixed.
Healthy teeth allow adults to chew food and talk and removing one’s teeth should not be
an acceptable avenue for treatment. They also help shape a person’s face. Sally was very
concerned about her oral appearance. “I talk to people every day, face to face. I have to look
presentable and professional. How can I do that with missing teeth? I feel like I have no other
choice though, I don’t have the money to fix them or maintain them.”
7.5

A Climbing Foreman
The most poignant conversation and experience that I had while speaking with

interviewees was with “Brian”. While I was at the dental office, I met Brian. Brian works for
Asplundh as a Climbing Foreman. Brian works over 40 hours a week and can’t afford dental
insurance. When I met Brian, he was discussing the costs of different procedural options for
treatment with the office manager. He had spent the last four days working through excruciating
tooth pain and couldn’t take the torture anymore. The office manager discussed a payment plan
and cash payment options. Brian could not afford to enter into any agreement with the dental
office. So, the office manager referred him to the local Dental College for treatment.
I kept in touch with Brian and followed his journey through the referral process and his
options for treatment. I met Brian at the Dental College and observed the process of treatment
that was offered to him. Once Brian entered the Dental clinic, he was greeted with paperwork
and low cash payment options. After discussing payment options with the front desk, he
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explained that he only had $200 cash and that was all he could afford for treatment. The dental
clinic and Brian came to an agreement on $200 for the extraction of Brian’s two infected teeth.
Once in the chair, Brian was very nervous. The dentist walked into the room and discussed with Brian his options for pain medications and numbing for his teeth and gums. After
explaining what options were available, the dentist added that these options for pain management
were at extra cost. Again, Brian had to explain that he only had the $200 cash and that was to pay
for the removal of his two teeth. The dentist paused for a moment, he looked at Brian and
apologized then told him that the $200 agreement was for the teeth removal but that did not
include any local anesthetics. After a few minutes of discussing the details of the procedure.
Brian felt that he had no other choice but to move forward with the extractions. He agreed that he
would move forward with the extractions while being under no local anesthetics.
After prepping the room for the extractions, the dentist again prepped Brian about the
procedure and what he would feel and hear. Brian was so nervous that he asked the dentist to
move forward with the procedures as quickly as possible. The dentist nodded his head in
agreement, then said on my count. “One, two, three!” On three Brian gripped the dental chair
tightly as the dentist began extracting the first tooth. I watched as this dentist made a small
incision around the infected tooth, he used an elevator41 to loosen the tooth from the bone, then
swiftly grabbed the extraction forceps and with a few wiggles and a tug the tooth was out. The

41

Elevators are dental instruments used to loosen and elevate the teeth in their sockets prior to

extraction in order to create space and prevent trauma to adjacent teeth and tissues.
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dentist put the tooth on the tray next to Brian, he checked the hole in Brain’s mouth for any
leftover roots, infections, and looked at the bone for any unforeseen issues. Everything looked
great, so the dentist placed a gauze pad over the hole left in Brian’s jaw line to control the
bleeding and aid with clot formation. Meanwhile, Brain was clinching the arm rests of the dental
chair, he was sweating and moaning in pain. After a few minutes of rest, the dentist began
extracting the second tooth. Luckily this tooth came out as quickly as the first tooth. At the end
of the full procedure, Brian sat in the dental chair in tears, his eyes were closed tightly and his
body shaking with adrenaline. The dentist sutured both of the holes left in Brian’s mouth. He
cleaned Brian up and checked both areas for any other ailments. After Brain was cleaned up, the
dentist stuck a few cotton balls in his mouth, handed him an ice pack, Ibuprofen and sent Brian
on his way.
7.6

Conclusion
These five perspectives from above provide examples of those interviewed during the

course of my research. Almost all agree on the struggles the working poor face, but they come to
many different conclusions about why this situation exists and how it should be handled. There is
consensus that Gainesville has resources to help the working poor. The reality is, even when
Gainesville’s resources are pieced together, the working poor still struggle to get the dental
healthcare they need. The general consensus would seem to be that there is a gap in the system
where the working poor fall. It is clear that those who fall among the working poor are those
constantly being left behind by the system. The working poor have no access to extra financial
options to pay out of pocket for care, they do not have the funds to pay for dental insurance, and
they suffer greatly at the hands of the system.
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CHAPTER VIII
DISCUSSION AND CONCLUSION
8.1

Introduction
The focus of this study was on exploring a shared cultural model of treatment seeking

among various social groups in Gainesville, FL. This research applied biocultural theory,
cognitive anthropological theory, and cultural consensus analysis. Exploring the sample for
consensus, led to a better understanding of how the dental health model is controlled by the
system. The model differed on four cultural dimensions: oral health prevention, oral health,
pretty/beautiful oral appearance, and healthy oral appearance. Two of my four hypotheses proved
to be true, and two of the four cultural dimensions had cultural consensus.
8.2

Hypotheses
Hypothesis three proved to have a shared cultural knowledge of the importance of dental

aesthetics, and hypothesis two proved to be true, there were more employed people who have
health insurance that choose to not have dental insurance. Hypothesis one proved to be false,
there is no shared cultural model of dental health, hypothesis four proved to be false,
dentophobia does not prevent people from seeking dental treatment or seeking preventive
services.
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8.2.1

Hypothesis One
When first exploring the data for hypothesis one, the model proved hypothesis one to be

false; there was not a shared cultural model of oral care amongst all social statuses. However,
after examining the data further, there were five outliers identified in the scatterplot. In order to
explore the model deeper, the outliers were removed. Once the 5 outliers were removed from the
sample, the model showed evidence of consensus. For the original dimension, there was no
shared cultural model of oral care among the population sample that I analyzed. The dimension
did not have a high eigenvalue; the value was too low to assume that there is a shared knowledge
of oral health within the cultural model. At first glance the model shows lack of consensus, but
once the five outliers were removed and the dental health model was explored deeper, consensus
results changed. The analysis showed that the results leaned towards consensus.
Furthermore, 25 percent of the sample said that they believed they were knowledgeable
about dental health, 33 percent of the sample believed they were knowledgeable about personal
oral care, and 25 percent said they were very knowledgeable about preventive dental services.
Table 6.10 and Figure 6.3 (refer to chapter 6) shows these scale questions on knowledge and its
corresponding histogram. The low percentages of agreement further prove that there was no
cultural model of dental health among the sample, the low percentage of agreement suggests that
there was very little or no agreement on the cultural model of oral care.
Even though all of the informants (n=60) agreed that having a healthy mouth was
important, disconnect stills exists between oral health and our overall health. Ninety eight
percent of participants agreed that preventive dental services, such as: visiting the dental office
for cleanings twice a year, brushing one's teeth multiple times a day, and having the adequate
148

tools needed to take care of personal oral hygiene at home are a necessity. Eighty percent of
those interviewed agreed that a healthy or unhealthy oral status can positively and negatively
affect one’s overall health. One informant stated that “they did not believe dental health was as
important as a one’s overall health.” The informant went on to say, “dental insurance is not as
important as health insurance.” These statements echoed what several informants conveyed to
me (“dental health is a mundane medical routine that is costly and not a necessity”). The
disconnection leads to the lack of dental health knowledge that was present in the cultural model.
Even though my hypothesis was disproved it was still beneficial to the cultural model as a whole.
It is important to note that even though there was no consensus on the oral health model
participants did believed that dental health was important even though the respondents were not
actively seeking preventive treatments in order to keep their dental health status healthy.
8.2.2

Hypothesis Two
The second hypothesis, (There will be more employed people with health insurance that

choose to not have dental insurance than employed people, who have both health insurance and
dental insurance) was true. The statistics collected during research revealed that 29 out of 60 (48
percent) employed informants choose to have health insurance but did not have dental insurance.
In contrast, only 18 out of 60 (30 percent) informants had both dental insurance and health
insurance. Twenty-nine participants expressed to me that they could not afford the premiums of
both dental and health insurances. Therefore, they would rather have just health insurance since
they could only afford to pay for one premium. One participant said, “the premiums for dental
insurance are too expensive and I cannot afford it. I would rather take the chance of not having
cover- age and figuring out how to pay out of pocket for treatment than pay for a dental
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insurance premiums.” The lack of affordable dental insurance and health insurance deter people
from wanting to purchase insurance. The inconvenience of dental health insurance being separate
from health insurance was another barrier to people obtaining dental health, preventive care, and
treatment. Americans have access to buying both health and dental insurance however the
majority of Americans make the calculated decision to not buy both insurances due to the lack of
funds to afford both dental and health insurance.
8.2.3

Hypothesis Three
Cultural consensus analysis was used to explore the cultural model of dental aesthetics.

The analysis showed that there was consensus on the cultural model of a pretty/beautiful oral
appearance. The analysis supports my third hypothesis (there will be a shared cultural model of
pleasingly aesthetic teeth which are desirable and vital to obtaining success). Eigenvalue ratios
and competence scores were calculated to explore the cultural knowledge of beautifully pleasing
aesthetic teeth. The eigenvalue ratio was high at 13. A high eigenvalue means that there was a
narrow dimension or model, which means that there was a large percentage of the sample in
agreement within the cultural model. Furthermore, 100 percent of informants believed that their
children’s smile was vital to their success in life. Forty seven out of 60 participants reported
having children, and they all reported worrying about the appearance of their children’s teeth.
They also reported that their children had braces at one point in their lives. This further supports
my hypothesis on a beautiful smile, because 78 percent of the adults I interviewed had already
put their children in braces or their children were wearing braces. These parents believed that in
order for their children to succeed in life they needed to correct their children’s smiles. One
parent added, “They didn’t want their child flashing an ugly smile.” They went on to say that
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“first appearances mean every-thing and they couldn’t afford for their child to have a life time of
poor first appearances because their smile was subpar.” Furthermore, 80 percent of North
American children (18 and under) are in an orthodontist’s care at one point in their life, and a
quarter of adults are in an orthodontist’s care at one point in their lives (Lee 2015).
It is evident that a pretty smile was very important to informants and vital to living a full
happy life. Ninety-eight percent of participants agreed that the appearance of teeth was very
important to them (Table 6.3). One informant said, “I’m vain, and self-conscious of my teeth.
My smile needs to be appealing.” Another participant added that “they would like to have a
pretty smile but couldn’t afford it. She said she envied those with straight white teeth.” Sixty
percent agreed that chipped, gapped, or stained teeth negatively affect your life. A participant
laughed as they said, “I don’t want to look like a country boy with gapped and stained teeth. That
isn’t at- tractive.” Fifty-eight percent of the sample believed that your oral health appearance
compromises your quality of life. A moderate 55 percent of people said that if given the chance
they would alter the state of their smiles with cosmetic dentistry. One participant stated, “Why
not? Improving my smile will improve the overall features of my face and my overall
appearance.” This was relevant as it showed that more than half of the participants agreed that
the appearance of one’s teeth was important and one’s overall appearance directly effects their
mental state and in turn their life. Another participant stated, “I want to be accepted by people, I
speak with and come face to face with people daily. Whiter teeth and less gums showing in my
smile would make me feel more confident and less self-conscious. I feel like clients are always
looking at my teeth and judging the appearance of my smile. I can’t help but feel like they are
analyzing my teeth as I talk to them.” Forty-three percent agreed that bleaching treatments and
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other cosmetic procedures were a necessity. Thirty-two percent of individuals felt that their
personal oral appearance was embarrassing. Twenty-eight percent of participants felt that their
oral appearance kept them from interacting in most social settings and made them feel
uncomfortable.
All sixty informants were asked, “If you were an employer conducting interviews for an
open position. Would the overall appearance of a potential employee effect whether or not they
get the job?” Eighty-three percent of the sample believed that a person’s overall appearance
would dictate if they deserved a job. Meaning appearance trumped qualifications. The informants
were also asked, “If you were an employer conducting interviews for an open position. Would
the oral appearance of a person affect their chances of getting a job?” Sixty percent of the sample
agreed that a potential employees overall smile would dictate whether or not that person got the
job. One informant said, “A smile reflects that person’s pride, organization, thought process, and
attention to detail. If they don’t care enough about their teeth and personal hygiene, how can I
trust them to care enough about the type of work they put forth.” Another person said, “I can’t
have a person with an ugly smile representing my company.” There was one participant that said,
“I would hire someone with ugly teeth or someone that doesn’t have an attractive overall
appearance. I own a farm and the vegetables don’t care what the person looks like that is picking
them.” It was evident that the appearance of a person weighs heavily on the jobs they get and the
quality of life that they live.
8.2.4

Hypothesis Four
Hypothesis four (dentophobia will hinder men and women’s oral health status because it

prevents them from seeking oral treatments) was false. The consistent responses of little to no
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fear about the dentist, dental office, and dental procedures disproved my hypothesis on
dentophobia. It was important to note that the results from the weighted correct answer key
(Table 5.5) also support the disproval of this hypothesis. There were seven terms listed by
informants that represented dental fear (stress, nervous, fear, dread, challenging, blood, and
apprehension). These terms were not included in any of the four dimensions on dental health.
This provides more evidence that disproves hypothesis four on dentophobia. Fear and
anxiety about dentistry does exist, however, fear was not a hinderance to those in need of dental
treatments. Fear does not keep the majority of the population from visiting the dentist. It seems
that fear keeps people searching for preventive treatments; informants reported that they were
going to the dentist or actively searching for a dentist because of their fear and worries of losing
their teeth. One informant said, “I am scared of the pain that is associated with dentistry;
however, it does not keep me from visiting the dentist twice a year and for any other procedures.
I want to keep my teeth healthy so that they last into my later years.” Another informant said,
“Fear of the dental office doesn’t deter me from seeking treatment, instead the lack of dental
insurance and money deter me from seeking care. I don’t have dental insurance, and I cannot
afford the cash payment prices offered by dentists.” This informant was not the only person to
express these obstacles, 42 people expressed that they did not have dental insurance, and in so
many words, all of them expressed that they do not visit a dentist yearly for preventive services
because they could not afford it. One informant had not seen a dentist since 1986, which was 32
years without any professional preventive services. Ac- cording to The Guardian Life Insurance
Company of America (2018), the most common dental issue faced by Americans is not being
able to access routine preventive care that can help curb issues before they become more serious.
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Regular cleanings help dentists spot cavities, gum infections, and cancer. The lack of preventive
dental services can lead to more serious physical and mental health problems (Guardian 2018).
Dentophobia, indeed, does not prevent people from visiting the dentist and it does not hinder oral
health status.
8.3

Limitations
The biggest limitation of this study was the small sample size (N=60). Eight participants

were medical professionals, there were 40 working poor/middle class participants, and 12 poor
participants. The total number of interviews of each social class are unlikely to represent the
entire spectrum of variation within Gainesville’s community. In addition, the demographics were
skewed towards female and middle-aged participants. While seeking participants to interview, it
was very hard to obtain males that would sit down and discuss their dental health concerns,
practices, and opinions. Another limitation was that many resources were also not explored in
detail; I gained very little information about the community dental health center for those with
disabilities, discount payments programs, and other community-based programs. The community
dental health center could be a great resource for the working poor that suffer from
developmental dis- abilities. Future research in Gainesville must include a greater exploration of
these resources. Future research should include more male participants, more racial diversity,
more income diversity, and the exploration on how people with disabilities access dental care.
I had difficulties conducting interviews with most medical professionals; most
professionals didn’t have time to complete an interview and discuss the issues they face with
accessing their own dental treatments and with insurance providers both personally and within
their offices. Medical professionals and people of socio-economic classes should be researched
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further to see if they have dental insurance, utilize routine yearly dental care, suffer from poor
oral health, and suffer from the structural limitations of accessing dental health treatments. It
would be interesting to see if medical professionals and those with higher incomes choose to
forgo dental insurance and dental treatments because they can’t afford it. I find this to be
important for future re- search because the data shows that there is correlation between
competence scores and the following demographics: dental insurance, dental professionals,
gender, and how they were accessed (dental office vs. outside the dental office). There was no
significant relation between competence and the above demographics. However, there was
positive significance between in- come and the healthy oral appearance dimension and a slight
positive significance between in- come and the oral health dimension.
Eighty-nine percent of informants reported their yearly income. A correlation test was
run between competence and income on the 39 participants. The test showed that there was a
significant positive correlation between income and the healthy oral appearance dimension
(r=.29, p=. 06). The analysis also revealed that there was some positive correlation between
income and the oral health dimension. The p and r values were approaching significance (r = .25,
p = .08). Be- cause of the small sample size of the study these p-values are significant and worth
discussing. In general, the participants with higher incomes also had higher competence in both
the healthy oral appearance and oral health dimensions. This analysis and findings were just
discussed to highlight the importance of interviewing more medical professionals and those who
make up the up- per class of Gainesville, FL.
This study is also largely limited to the white and African American communities. There
were only nine Hispanic participants and three Asian participants within the entire study. During
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the analysis on consensus the Hispanic and Asian participants (n=8) scored significantly lower in
both the healthy and pretty/beautiful appearance dimensions (p=.003 and p=.038, respectively).
Their competence scores were significantly lower than the white and African American
participants. Future research must have greater inclusion of the Hispanic, Asian, and minority
populations to explore if those communities have low competence scores on dental health. Future
re- search in Gainesville might explore larger groups of people with a variety of racial
backgrounds and explore for potential gender differences in accessing dental healthcare through
the free clinics, dental schools, and private dental offices in Gainesville as a whole.
Lastly, in 2017 most of Gainesville’s residents had at least a high school diploma (91.2
percent) and more than a quarter (42.6 percent) had a Bachelor’s degree or higher. These averages are higher than rest of the state of Florida. In 2017, Florida’s high school graduation rate
was 86.10 percent while 8.9 percent of people had an Associate’s degree and 9.5 percent had a
graduate or professional degree (Open Data Network 2017). This impacted my findings because
Gainesville’s averages are higher than the rest of Florida. Gainesville has a higher percentage of
college degree graduates than the state of Florida. If there are more people in the city of
Gainesville with a higher degree of education and people were still not accessing dental
treatment and care, I have to assume that the rest of the state’s access to dental health fairs worse
than those in the city of Gainesville.
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8.4

Nativeness
Culture has to be taken seriously when looking at dental healthcare, dental healthcare

access, and who gets sick and who gets better. Nativeness42, reflexivity43 (who you are and
where you have been influences your research), and positionality44 (the understanding of self and
the world influences the questions that you ask; it isn’t fixed or static) (Marvette 2017) led me to
the exploration of this research on dental health. This study was built on personal life
experiences, and my questions arose from my observations and experiences of the dental health
system. I feel very passionate about societies dental healthcare status and how people access
treatment and preventive care through the medical system. As a child I grew up in a dental health

42

Nativeness is characterized by Native Anthropology, when researchers come from a cultural

group and then studies its community (Kubica 2016).
43

Reflexivity is the process of reflection, which takes itself as the object; in the most basic sense,

it refers to reflecting on oneself as the object. Reflexivity makes a claim to self-reference (Davies
1998: 8). Reflexivity is a technical term that permeates critical literary discourse and social
science research, as well as aspects of the autobiographical life of regular people (Nazaruk
2011).
44

Positionality not only shapes a researcher’s own research but influences their beliefs (Holmes

2014).
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household (as I refer to it), my step father was a dentist, I have two aunts who were hygienists,
and my mom was an assistant and a dental health office manager. As children my siblings and I
were immersed in the dental health culture. I spent countless summers hanging out and helping
out at the dental office, and countless “vacations” at dental conventions. As an elementary
student, I would assist my mom in teaching educational presentations about dental health to the
rest of my peers, teachers, and staff at the school I attended. My mom would teach the attendees
how to brush their teeth correctly through demonstrations with a life size plastic mouth and large
toothbrush. A picture of the actual set is below (Figure 8.0). To conclude each presentation, mom
would ask the children to come up and explore the teeth and would note how important each
tooth was to the mouth. Finally, we would send everyone home with a toothbrush and floss.
Throughout all of this I was observing and learning like all children do. I’d listen and tune into
conversations my parents would have at the dinner table about the dental health system and what
they were experiencing. They strived to treat each patient’s individual dental health needs
without “selling” them on dentistry. As a child and even into adulthood, when I was asked “What
do you want to be when you grow up?” Or later on in life I was asked “What do you plan to do
with your life?” My response was without a doubt that I was going to become a dentist. Later in
life, while I was working on my undergraduate degree, taking courses towards applying for
dental school, and volunteering in various dental offices, I realized that my obsession with dental
health was not focused on the treatment of oral care but rather trying to figure out why so many
people suffered from the dental health care system.
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Figure 8.0: Plastic Mouth and Toothbrush

8.5

Research Applications
This research added to the literature on the barriers to dental care, obtaining dental

insurance, and access to care. It highlighted structural violence and dental health stigma45. Health
is biological but also cultural and social. Health disparities are complex and education about
access to services are unlikely to eliminate disparities entirely but increasing the knowledge

45

Stigma occurs when society labels someone as tainted, less desirable, or handicapped. This

negative evaluation may be “felt” or “enacted.” A felt negative evaluation refers to the shame
associated with having a condition and to the fear of being discriminated against on the grounds
of imputed inferiority or social unacceptability (Chapple et al. 2004).
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about dental health and the importance of dental health will encourage the population to seek
more preventive services and access to such services. Lastly, this research added to the literature
on dental fear. Dentophobia isn’t as prevalent as it used to be, there was a clear consensus that
dental fear does not keep people away from the dentist.
The research highlighted the importance for an increase of dental health knowledge
among the population. An increase in knowledge would hopefully increase the number of
people, especially children, accessing free dental clinics, dentists that offer payment plans to
those without dental insurance, and people seeking more preventive services within their
communities. There seems to be a dental health informational gap within the community of early
childhood providers and parents that have small children. Informants reported that they had no
clue that it was vital to bring their infants into the dentist for routine cleanings once their first
tooth erupted. They reported that they normally bring their children to the dentist around the age
of kindergarten or earlier in life if they noticed that their child was suffering from discomfort.
This is important to discuss because early childhood doctors and providers are not discussing and
teaching parents that a healthy oral status starts at birth. Good oral health doesn’t begin once the
child starts school or once the child has a full mouth of teeth. Teaching the importance of dental
health starting at birth is just as vital as teaching parents about the importance of vaccinations
and yearly well child visits.
This research highlighted the role of cultural knowledge in resource use and decision
making among those seeking dental insurance, dental treatment, and preventive services. This
research adds to the literature on the decisions that people are making about obtaining and
keeping dental insurance. Regardless of economic status, education, and employment status
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people are choosing to forgo keeping or obtaining dental insurance due to the cost of premiums.
The economic burden is too great for most people to utilize both dental health insurance and
medical insurance. This should open the door to a conversation about why the mouth, preventive
dental care, and dental treatment are still separate from regular medical insurance. It is clear that
dentistry directly impacts the body, yet so many people live without dental insurance and dental
preventive care. According to The American Dental Association (2006), The mouth is a window
into the health of the body (American Dental Association 2006).
One hundred percent of participants (n=28) that had children agreed that they worry
about the appearance of their children’s teeth. One father said, “My daughter is eight and we already started researching payment plans for braces. I don’t want her to be bullied for having bad
teeth like me.” Ninety-eight percent of participants (n=60) said that the appearance of their teeth
was important. Eighty-three percent agreed that if they were an employer conducting interviews
for an open position, the overall appearance of a potential employee would affect whether or not
that person gets a job. Sixty percent of participants felt that chipped, gapped, or stained teeth
would negatively affect their life. Fifty-eight percent of participants said that they felt their oral
health appearance compromised their quality of life (obtaining work, talking with people, feeling
confident, restricts social contact, etc.). One informant told me that they didn’t smile much
because they didn’t like to show their teeth. All of these statements highlight examples of stigma
within dental health.
Perception and lack of empathy about what causes dental decay and who is to blame for the
decay is a driving force behind the structural inequality and stigma surrounding dental health.
Simply put, society doesn’t seem to care about dental health, and dental diseases are perceived as
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the person’s fault. People are singled out and blamed for their own suffering. They are blamed
for their dental decay and told that their poor choices (eating candy, drinking soda, drug use,
alcohol use, and junk food) are what caused their suffering. Therefore, the perceived behavioral
problem is related to the structural problem driving people away from dental health access.
Society should care about dental health because, the WHO (2018b) states:
•

Oral diseases are the most common noncommunicable diseases (NCDs) and affect people
throughout their lifetime, causing pain, discomfort, disfigurement and even death.

•

The Global Burden of Disease Study 2016 estimated that oral diseases affected half of the
world’s population (3.58 billion people) with dental caries (tooth decay) in permanent
teeth being the most prevalent condition assessed.

•

Severe periodontal (gum) disease, which may result in tooth loss, was estimated to be the
11th most prevalent disease globally.
The research also highlighted evidence of structural violence (systematic ways in which

social structures harm or otherwise disadvantage individuals) and inequalities within the dental
health system. Oral health inequalities exist among and between different population groups
around the world and through the entire life course. Social determinants have a strong impact on
oral health (WHO 2018b). No expendable money leads to not being able to afford dental
insurance or afford cash payment plans for dental treatments. The lack of preventable dental care
and routine treatments leads to bad oral aesthetics which leads to the lack of employability.
Consequently, lack of employability leads to having no money.
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Figure 8.1

Structural Violence

During the yes/no questions that were asked to each informant; sixty percent said that if
they were an employer conducting interviews for an open position, the oral appearance of a person would affect their chance of getting a job. One informant said, “I cannot hire someone with
hideous teeth, that person would potentially be the face of my business. They would be the first
person that people see when they walk in.” Therefore, having little expendable money leads to
being unemployed. People suffer by the hand of the system through structural inequality. Figure
8.1 displays a diagram of structural violence.
8.6

Conclusion
Participants were very open about the choices they face when seeking dental healthcare

including whether to pay for groceries or a doctor bill. These “choices” are condemning and
could hardly be characterized as choices. Without real options many people delay treatment for
as long as possible. Delaying treatment can be costly and deadly. It is risky business when a person is suffering from an oral infection and delays treatment. Infections in the mouth tend to go
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through the blood stream straight to one’s heart or brain, untreated infections can prove to be
fatal if left untreated. Dental issues tend to only get worse and more complicated with delayed
treatment. This correlation is direct and grows exponentially. Those without dental insurance
suffer disproportionately because they lack access to affordable primary dental healthcare and
unnecessary stress they experience trying to meet their basic needs.
The Affordable Care Act promised change and for millions of Americans insurance
coverage is now within their reach, but it promised more access to health insurance not dental
health insurance. The ACA doesn’t identify dental care as an “essential health benefit,” and most
states (specifically Florida) do not offer dental Medicaid for adults. The big issue Americans face
is the lack of governmental funded dental health care programs. The dental health gap on
knowledge between the person and the government has not disappeared and still directly effects
all social classes. Those who cannot afford dental insurance are still trying to seek dental
healthcare in this gap that was not designed to include them. For millions of American’s
affordable dental health- care is still beyond their reach.
The qualitative and quantitative data provided insight into how people access dental
health when they have no dental insurance. It also provided the emotional and physical accounts
of individual’s experiences that they have experienced during their journey though the dental
health system. The data explored the challenges and decisions people make and the challenges
they face when seeking oral health services. The data collected in this study added to the
knowledge on dental health and the barriers people face while trying to obtain dental health
services without dental insurance and without funds in order to pay for preventive treatments and
emergency treatments.
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FREE LISTING INTERVIEW SCHEDULE
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The silent epidemic: Disparities and obstacles in obtaining oral care
Case ID #: ___________________
Location: ______________________
Date: ______________________
Gender: _______________________
Age: _______________________
Contacted Through: _____________
Over 18? (yes/no) If not, stop interview
Interviewer:____________________
Signed Informed Consent? (yes/no)
Audio Recorded? (yes/no)
1. What is your occupation?
2. What is your highest completed level of education?
3. What is your relationship status?
4. What is your ethnicity?
5. What is approximate annual household income?
6. Do you have access to transportation?
7. What type of transportation do you use?
8. Do you have health insurance?
a.If not why?
b. If yes, how long have they had the insurance?
9. Do you have dental insurance?
a. If not why?
a.If yes, what type?
b. If yes, how long have they had the dental insurance?
10. Do you have children?
a. If so how often do they visit a dentist?
b. Do they visit a dental office twice a year for routine cleanings?
a. If not, why?
c. Do they routinely brush and floss their teeth?
d. Have they learned about oral care at school?
11. Is having a healthy mouth important to you?
12. How many times a year do you have a dental cleaning?
13. Have you ever had trouble speaking because of problems with your mouth or teeth?
a. If yes, briefly explain why?
14. Has your diet ever been affected because of problems with your teeth or mouth?
a. If yes, what was the cause of diet being affected?
15. Have you had dental procedures other than routine cleanings?
a. If yes, what procedures?
16. Are you scared of visiting a dental office?
17. Do you feel as if your oral health appearance compromises your quality of life
(obtaining work, talking with people, feeling confident in yourself, and restricts social
contact and intimate relationships)?
a. If yes, please explain why?
18. Do you feel at risk for oral health issues (gum disease, tooth decay, cavities)?
a.Is yes, why?
b. If no, why not?
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19. Do you feel pressured to bleach or correct your teeth for aesthetic purposes?
a.If yes, why?
b. If they have children:
i. Do you worry about the appearance of your children’s teeth?
ii. If yes, do you plan to fix their teeth so that they may be aesthetically
pleasing or wish you could fix their teeth?
20. Do you feel as if chipped, gapped, or stained teeth negatively affect your life?
a. How so?
21. Have you ever felt self-conscious because of your teeth or mouth?
22. Have you ever been embarrassed because of problems with your teeth or mouth?
23. Have you ever felt that life in general was less satisfying because of your teeth or
mouth?
24. Have you ever been totally unable to function because of problems with your mouth or
teeth?
25. If you were an employer conducting interviews for an open position. Would the overall
appearance of a potential employee effect whether or not they get the job?
a. How so?
26. If you were an employer conducting interviews for an open position. Would the oral
appearance of a person affect their chances of getting a job?
a. How so?
27. How often do you go to the dentist?
28. When was the last time your visited a dentist?
29. Daily, how many times do you brush your teeth?
30. Have you ever been shown how to brush and clean your teeth?
Yes
No
Can’t Remember

31. Do you normally use fluoridated or non-fluoridated toothpaste to clean your teeth?
32. Daily, how many times do you floss your teeth?
33. Have you ever been put to sleep as part of a dental treatment?
Yes
No
Can’t Remember
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34. Have you ever had laughing gas as part of a dental treatment?
Yes
No
Can’t Remember

35. Do you go to the dentist mainly for…
Check up
When a tooth hurts
When your teeth need a
cleaning
For straightening your teeth
For other problems
When you think you have a bad
tooth
Hardly ever or never go to the
dentist
36. When was the last time you attended a dentist?
Within the last 6 months
Within the last year
More than a year ago
Never been to a dentist
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Don’t know/ can’t remember

37. Was your last visit to the dentist…
To a private dentist
To a clinic
Dental hospital
Don’t remember/ Never been

38. Are you a registered patient with a dentist?
Free Listing Questions:
1. Please describe the characteristics of a healthy mouth?
2. Describe the feelings you have when you visit a dental office?
3. Describe what white straight teeth represent or mean in our society?
4. What do people associate with a dental office?
5. What do people associate with preventive oral care?
6. What does a person need to do in order to have healthy mouth?
7. Please describe an unhealthy oral appearance.
8. Please describe what words come to mind when you think about dentistry.
9. Please describe what a healthy mouth means to you?
Yes/No Questions:
Please respond with either YES or NO to the following questions: “Yes this is important to
your oral health” or “No this is not important to your oral health.”
Question

Yes

No

Is a healthy mouth important
to you?
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Are preventive services
(visiting a dentist office for
cleanings, brushing teeth, and
having adequate tools to take
care of teeth at home)
important to you?
Is having dental insurance
important to you?
Are bleaching treatments
and/or other cosmetic
treatments important to you?
Is the appearance of your teeth
important to you?
Do you feel embarrassed by
the appearance of your teeth?
Do you believe the appearance
of your teeth keep you from
interacting in social settings?
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If you could alter your smile
with cosmetic dentistry would
you?
Does a healthy or unhealthy
oral status affect your overall
health?

Likert Scale Questions:
1. How scared are you of the dental office and dental procedures?
Very (4), Above average (3), Somewhat (2), Little (1), Not (0)
2. How knowledgeable would you say you are about dental health?
Very (4), Above average (3), Somewhat (2), Little (1), None (0)
3. How knowledgeable would you say you are about personal oral care?
Very (4), Above average (3), Somewhat (2), Little (1), None (0)
4. How often is your sense of taste affected because of problems with your teeth or mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
5. How often do you have painful aching in your mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
6. How often do you have trouble eating foods because of problems with your teeth or
mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
7. How often do you find it difficult to relax because of problems with your teeth or mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
8. Have often have you been irritable with other people because of the problems with your
teeth or mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
9. How often do you find it difficult to do your usual jobs because of problems with your
teeth or mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
10. Would you say that the health of your teeth, lips, jaws, and mouth is…?
Excellent (4), Very Good (3), Good (2), Fair (1), Poor (0)
11. How much does the condition of your teeth, lips, jaws, and mouth affect your life overall?
A lot (4), Very Much (3), Some (2), Very Little (1), Not at all (0)
12. If you went to your dentist for treatment tomorrow, how would you feel?
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Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
13. If you were sitting in the waiting room of a dental office, how would you feel?
Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
14. If you were about to have a tooth drilled, how would you feel?
Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
15. If you were about to have your teeth scaled and polished, how would you feel?
Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
16. If you were about to have a local anesthetic injection in your gums, or above and upper
back tooth, how would you feel?
Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
17. How often have you felt tense because of problems with your mouth or teeth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
18. If you were an employer how likely would it be that you would hire a person with
excessive amounts of gum showing in their mouth, or have crooked, gapped, or stained
teeth?
Very likely (4), Likely (3), No Difference (2), Not Likely (1), Very Unlikely (0)
19. How knowledgeable would you say you are about preventive dental services?
Very (4), Above average (3), Somewhat (2), Little (1), None (0)
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PILE SORT AND RATING TASK INTERVIEW SCHEDULE
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The silent epidemic: Disparities and obstacles in obtaining oral care
Case ID #: ___________________
Location: ______________________
Date: ______________________
Gender: _______________________
Age: _______________________
Contacted Through: _____________
Over 18? (yes/no) If not, stop interview
Interviewer:____________________
Signed Informed Consent? (yes/no)
Audio Recorded? (yes/no)
1. What is your occupation?
2. What is your highest completed level of education?
3. What is your relationship status?
4. What is your ethnicity?
5. What is approximate annual household income?
6. Do you have access to transportation?
7. What type of transportation do you use?
8. Do you have health insurance?
a.If not why?
b.If yes, how long have they had the insurance?
9. Do you have dental insurance?
a. If not why?
b.If yes, what type?
b. If yes, how long have they had the dental insurance?
10. Do you have children?
a. If so how often do they visit a dentist?
b. Do they visit a dental office twice a year for routine cleanings?
a. If not, why?
c. Do they routinely brush and floss their teeth?
d. Have they learned about oral care at school?
11. Is having a healthy mouth important to you?
12. How many times a year do you have a dental cleaning?
13. Have you ever had trouble speaking because of problems with your mouth or teeth?
a. If yes, briefly explain why?
14. Has your diet ever been affected because of problems with your teeth or mouth?
a. If yes, what was the cause of diet being affected?
15. Have you had dental procedures other than routine cleanings?
a. If yes, what procedures?
16. Are you scared of visiting a dental office?
17. Do you feel as if your oral health appearance compromises your quality of life
(obtaining work, talking with people, feeling confident in yourself, and restricts social
contact and intimate relationships)?
a. If yes, please explain why?
18. Do you feel at risk for oral health issues (gum disease, tooth decay, cavities)?
a.Is yes, why?
b. If no, why not?
19. Do you feel pressured to bleach or correct your teeth for aesthetic purposes?
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a.If yes, why?
b. If they have children:
i. Do you worry about the appearance of your children’s teeth?
ii. If yes, do you plan to fix their teeth so that they may be aesthetically
pleasing or wish you could fix their teeth?
20. Do you feel as if chipped, gapped, or stained teeth negatively affect your life?
a. How so?
21. Have you ever felt self-conscious because of your teeth or mouth?
22. Have you ever been embarrassed because of problems with your teeth or mouth?
23. Have you ever felt that life in general was less satisfying because of your teeth or
mouth?
24. Have you ever been totally unable to function because of problems with your mouth or
teeth?
25. If you were an employer conducting interviews for an open position. Would the overall
appearance of a potential employee effect whether or not they get the job?
a. How so?
26. If you were an employer conducting interviews for an open position. Would the oral
appearance of a person affect their chances of getting a job?
a. How so?
27. How often do you go to the dentist?
28. When was the last time your visited a dentist?
29. Daily, how many times do you brush your teeth?
30. Have you ever been shown how to brush and clean your teeth?
Yes
No
Can’t Remember

31. Do you normally use fluoridated or non-fluoridated toothpaste to clean your teeth?
32. Daily, how many times do you floss your teeth?
33. Have you ever been put to sleep as part of a dental treatment?
Yes
No
Can’t Remember

34. Have you ever had laughing gas as part of a dental treatment?
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Yes
No
Can’t Remember

35. Do you go to the dentist mainly for…
Check up
When a tooth hurts
When your teeth need a
cleaning
For straightening your teeth
For other problems
When you think you have a bad
tooth
Hardly ever or never go to the
dentist
36. When was the last time you attended a dentist?
Within the last 6 months
Within the last year
More than a year ago
Never been to a dentist
Don’t know/ can’t remember
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37. Was your last visit to the dentist…
To a private dentist
To a clinic
Dental hospital
Don’t remember/ Never been

38. Are you a registered patient with a dentist?
Unconstrained Pile Sort:
Participants will be given 3x5 note cards with terms from the free-listing. Please sort these cards
into as many piles as you like, in any way that you would like.
Rating Tasks:
1. Please take this pile and sort the terms into two piles. One pile of terms that has to do
with oral health prevention and one pile of terms that does not have to do with oral health
prevention.
2. Please take this pile of terms and sort into two piles. One pile of terms that has to do with
oral health and one pile of terms that does not have to do with oral health.
3. Please sort this pile of terms into two piles. One pile of terms that has to do with a healthy
oral appearance and one pile that has to do with an unhealthy oral appearance.
4. Please sort this pile of terms into two piles. One pile of terms that has to do with a
pretty/beautiful oral appearance and one pile that does not have to do with a
pretty/beautiful oral appearance.
Yes/No Questions:
Please respond with either YES or NO to the following questions: “Yes this is important to
your oral health” or “No this is not important to your oral health.”
Question

Yes

No

Is a healthy mouth important
to you?
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Are preventive services
(visiting a dentist office for
cleanings, brushing teeth, and
having adequate tools to take
care of teeth at home)
important to you?
Is having dental insurance
important to you?
Are bleaching treatments
and/or other cosmetic
treatments important to you?
Is the appearance of your teeth
important to you?
Do you feel embarrassed by
the appearance of your teeth?
Do you believe the appearance
of your teeth keep you from
interacting in social settings?
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If you could alter your smile
with cosmetic dentistry would
you?
Does a healthy or unhealthy
oral status affect your overall
health?

Likert Scale Questions:
1. How scared are you of the dental office and dental procedures?
Very (4), Above average (3), Somewhat (2), Little (1), Not (0)
2. How knowledgeable would you say you are about dental health?
Very (4), Above average (3), Somewhat (2), Little (1), None (0)
3. How knowledgeable would you say you are about personal oral care?
Very (4), Above average (3), Somewhat (2), Little (1), None (0)
4. How often is your sense of taste affected because of problems with your teeth or mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
5. How often do you have painful aching in your mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
6. How often do you have trouble eating foods because of problems with your teeth or
mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
7. How often do you find it difficult to relax because of problems with your teeth or mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
8. Have often have you been irritable with other people because of the problems with your
teeth or mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
9. How often do you find it difficult to do your usual jobs because of problems with your
teeth or mouth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
10. Would you say that the health of your teeth, lips, jaws, and mouth is…?
Excellent (4), Very Good (3), Good (2), Fair (1), Poor (0)
11. How much does the condition of your teeth, lips, jaws, and mouth affect your life overall?
A lot (4), Very Much (3), Some (2), Very Little (1), Not at all (0)
12. If you went to your dentist for treatment tomorrow, how would you feel?
Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
219

13. If you were sitting in the waiting room of a dental office, how would you feel?
Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
14. If you were about to have a tooth drilled, how would you feel?
Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
15. If you were about to have your teeth scaled and polished, how would you feel?
Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
16. If you were about to have a local anesthetic injection in your gums, or above and upper
back tooth, how would you feel?
Extremely Anxious (4), Very Anxious (3), Fairly Anxious (2), Slightly Anxious (1), Not
Anxious (0)
17. How often have you felt tense because of problems with your mouth or teeth?
Very Often (4), Fairly Often (3), Occasionally (2), Hardly Ever (1), Never (0)
18. If you were an employer how likely would it be that you would hire a person with
excessive amounts of gum showing in their mouth, or have crooked, gapped, or stained
teeth?
Very likely (4), Likely (3), No Difference (2), Not Likely (1), Very Unlikely (0)
19. How knowledgeable would you say you are about preventive dental services?
Very (4), Above average (3), Somewhat (2), Little (1), None (0)
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RECRUITMENT FLYER
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IRB CONSENT FORM
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Mississippi State University
Oral Consent Form for Participation in Research

Hello, my name is Heather Hicks and I am a Graduate Student at Mississippi State University. I
am conducting research on the social barriers, obstacles and motives involved in obtaining
preventive care. I want to explore the knowledge that people have about oral care and dental
health. This information will aid in understanding the social barriers that exist in accessing oral
preventive care and treatment. Research for this study will be conducted in two phases (first
phase will consist of open-ended and free-listing interviews, and the second phase will consist of
pile sorting and rating interviews). In all, a total of 40-60 participants will be interviewed.

If you agree to participate in this research, you will be asked questions regarding dental health.
You will be asked about things associated with oral health status as well as the knowledge about
dental health differences, and oral health and treatment procedures. You will be asked to
participate in a free-listing interview, open-ended questions, or pile sorting and rating tasks.
Total participation in this research will take approximately 30 minutes. If at any time you wish to
end your participation in this research, there will be no consequence to you.

There will be no way to link you to your responses in this research. Interviews will be given a
Case ID number to ensure the privacy and confidentiality of your answers. Interviews will be
audio-recorded upon your approval. All interviews will be conducted in a location of your
choosing to ensure privacy. Your answers will not be shared with dentist office personnel.
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Please understand that your participation in this study is completely voluntary. You may refuse
to participate or if you do participate, you may end participation at any time. There are no
penalties for not participating. Your participation indicates your consent. Upon your request a
copy of this consent form will be provided to you.

Do you wish to ask any questions regarding this research and your participation?

Contact information, that of my advisor, Dr. Toni Copeland, and for Mississippi State
University’s Human Research Protection Program is listed on this form.
If at any time any unforeseeable risks arise, a question arises regarding the research, your rights
as a participant, or the ethics of the research please feel free to contact any of the following:
Human Research Protection,
Heather Hicks

Mississippi State University

Graduate Student,

(662) 325-3294

Mississippi State University

irb@research.msstate.edu

(352) 682-3693
hh628@msstate.edu

Dr. Toni Copeland
Mississippi State University
(662) 325-7523
tc657@msstate.edu

225

